
 
 
 

 
AIREDALE NHS FOUNDATION TRUST BOARD OF DIRECTORS’ PUBLIC MEETING 

AGENDA 
 

Venue: By MS Teams 
Date:  Wednesday, 7 September 2022 
Time:  09:30 – 12.45 
 
No Item Lead Paper Action Time 
Opening matters 
1. Welcome and apologies for absence: 

 
Chair  - Note 09:30 

2. Declarations of Interest 
 

Chair - Note 09:30 

3. Patient Story: Access to Emergency Care  Chief Nurse Verbal Discuss 09:35 
Business from the previous meeting 
4. Minutes: 

(i) Public Board Meeting held on 26 May 
2022; and 

(ii) Public Board Meeting held on 20 June 
2022 

Chair Attachments Approve  

09.50 

5. Matters and actions arising not covered 
elsewhere on the agenda 

Chair  Discuss 

Key Reports 
6. Chair’s Briefing Chair Attachment Discuss  10:00 
7. Chief Executive’s Report 

 
Chief Executive 
 

Attachment 
 

Discuss/ 
Approve 

10:05 

8. Company Secretary’s Report  
 

Head of Corporate 
Governance  

Attachment 
 

Note/ 
Approve 
 

10:20 

9.  Securing the Future Report  
 

Director of Strategy, 
Planning and Partnerships  

Attachment Note 10:30 

 

Refreshment Break 10:45 – 10.55 

10. Year Two Strategy Review Director of Strategy, 
Planning and Partnerships 

Attachment Note 10.55 

11. Maternity Services Assurance 
 
i) Maternity Improvement Update: 

Maternity Quality, Safety and 
Performance and Perinatal 
Surveillance 
 

ii) Ockenden Report Update  
 

iii)  Maternity Incentive Scheme (MIS) 
CNST (Clinical Negligence Scheme 
for Trusts) Year 4 Update  

 
iv)  Non-Executive Director Maternity     

Champion Report 

Chief Nurse / Director of 
Midwifery 
 
 
 
 
 
Chief Nurse  
 
 
Chief Nurse / Director of 
Midwifery  
 
 
Non-Executive Director  

 
 

Attachment  
 
 
 
 

Verbal 
 
 

Attachment 
 
 
 

Attachment  

 
 
Note  
 
 
 
 
Discuss 
 
 
Note 
 
 
 
Note/ 
Discuss  

11.05 

12. Position statement Star and Arthur 
National Child Safeguarding Practice 
Review Report 

Chief Nurse Attachment Note 11:30 

13. Annual Reports: 
 

 
 

Attachments  
 

11:40 



 
 
 

(i) Designated Body Annual Board 
Report; and 

(ii) Safeguarding Report – Adults 
and Children 

Responsible Officer 
 
Chief Nurse  

Discuss  
 
Note  

14. Reports from Committee Chairs: 
i) Audit and Risk Committee, 

13 July 2022; 
ii) Charitable Funds Committee, 

14 July 2022; 
iii) Finance, Performance & Digital 

Committee, 25 May, 29 June and 
27 July 2022; 

iv) Joint Meeting of the Quality and 
Safety and People committees, 
21 June 2022; 

v) People Committee, 28 June and 
26 July 2022 (including Equality 
update); 

vi) Quality & Safety Committee, 25 
May, 28 June and 26 July 2022; 
and 

vii) Sustainability Committee, 14 July 
2022 

Committee Chairs 
 
 

Attachments 
 
 
 
 
 

Note 
 
 
 
 
 
 
 

12.00 

15. Monthly Integrated Board Report at 
31 July 2022 

Chief Operating Officer 
 

Attachment 
 

Discuss 
 

12.15 

16. Risks: 
(i) High Level Risk Register 
(ii) Board Assurance Framework 

 
(iii) Additional risks identified during 

the meeting 

 
Chief Nurse  
Head of Corporate 
Governance 
Chair 

Attachments 
 
 
 

Verbal  

Note 12:30 

Closing matters 
17. Any Other Business Chair Verbal Discuss 12.45 
18. Messages to colleagues and key 

stakeholders 
Chair  Verbal Discuss 12.45 

19. Review and close of meeting Chair Verbal Discuss 12.45 

Date of next meeting:  Public Board of Directors meeting - Wednesday, 2 November 2022 – 09:30 am 

 

The Board resolves to hold the remainder of the meeting in private due to the 
confidential or commercially sensitive nature of the business to be transacted. 
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MEETING OF THE PUBLIC BOARD OF DIRECTORS 
HELD AT 09.30 ON THURSDAY 26 MAY 2022 
VIA MICROSOFT TEAMS 
 

PRESENT: Andrew Gold (AG), Chair 
Foluke Ajayi (FA), Chief Executive 
Rob Aitchison (RA), Chief Operating Officer and Deputy Chief Executive 
David Crampsey (DC), Medical Director  
Rhys Davies (RD), Non-Executive Director 
Andrew Dumbleton (AD), Non-Executive Director 
Joanne Harrison (JH), Director of People and OD 
Melanie Hudson (MH), Non-Executive Director 
Ian Knight (IK), Non-Executive Director 
Nadira Mirza (NM), Non-Executive Director 
Amanda Stanford (AS), Chief Nurse 
Amy Whitaker (AWh), Director of Finance  
Andy Withers (AWi), Non-Executive Director 
 

IN ATTENDANCE:  
 

Kate Bell (KB), Freedom To Speak Up Guardian (item 15) 
Sarah Emsley (SE), Urgent Community Response Practitioner (items 1-3) 
Kay Green (KG), Palliative Care Team Leader (items 1-3) 
Fran Hewitt (FH), Senior Programme Manager, Securing the Future (items 8-9) 
Stella Jackson, (SJ) Head of Corporate Governance  
Belinda Lamb (BL), Care Quality Commission 
Joanne Middleton (JM), Deputy Chief Nurse (items 11-12) 
Victoria Pickles (VP), Director of Corporate Affairs and Deputy Chief Executive  
Stuart Shaw (SS), Director of Strategy, Planning & Partnerships (items 9-19) 
Sarah Simpson (SSi), Head of Nursing and Midwifery (item 10) 
 
1 member of the public 
 

  
38/22 
 

WELCOME 
 
The Chair welcomed everyone to the meeting.  
 

39/22 APOLOGIES FOR ABSENCE 
 
Apologies were received from Paul Rice (PR), Chief Digital and Information Officer 
There were no other apologies for absence. 
 

40/22 DECLARATIONS OF INTEREST 
 
There were no declarations of interest.  
 

41/22 PATIENT STORY 
 
This month’s patient story was told by Sarah Emsley along with Kay Green and was about a 
patient who had Chronic Obstructive Pulmonary Disease (COPD).  The Urgent Community 
Response team had a target to respond within two hours to referrals received.  They had 
done so on this occasion and a number of clinicians from different teams had visited the 
patient at his home in order to administer care.  This multi-disciplinary team approach 
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resulted in the patient’s care needs being met and him being able to stay at home.   He was 
discharged from care after two weeks and he stayed out of hospital. 
 
VP believed the compassionate care received had been key to the patient’s recovery and 
noted the team had focussed on helping the patient to achieve his goals.  She believed the 
story exemplified how complex it could be to care for a patient in the community.  VP then 
asked whether the team had experienced a specific barrier to providing the care at home.  
Whilst there hadn’t been a barrier to providing the care, the requirement to respond to 
referrals within two hours was challenging (and the team had consistently achieved this 
target). 
 
RA informed Board colleagues the Urgent Community Response team was having a positive 
impact on patient flow through the hospital.   
 
NM asked how the team coped with the demand and challenges of the role and what the 
Trust could do to ensure they stayed working for the Trust.  In response, SE reported 
effective team working was key to overcoming the challenges, as was looking after the health 
and wellbeing of the people working in the team.   
 
AWh outlined the importance of the team: i) considering how it might improve and spread the 
service provision; and ii) highlighting any barriers to Executive colleagues. 
 
[AWi declared an interest in the story as his daughter was a Community Physiotherapist at 
the hospital].  AWi then asked what opportunities and threats existed regarding the 
development of the service into the wider external context.  KG reported team members 
linked with people from other organisations through their attendance at local meetings and 
events.  Consequently, ideas were being generated regarding ways in which they could work 
together. 
 
FA reported she would be visiting the team in the near future and requested that they 
consider, ahead of the visit, how they might share information about and build confidence in 
the work they did.    
 
RD queried whether any of the care provision was undertaken virtually.  SE reported that 
whilst contact could be made by virtual means, much of the activity was hands on and 
therefore required attendance in person.   
 
The Board thanked SE and KG for sharing their story. 
    

42/22 MINUTES  
 
The minutes of the Public Board meeting held on 6 April 2022 were approved as a true and 
accurate record of the meeting. 
 

43/22 MATTERS AND ACTIONS ARISING NOT COVERED ELSEWHERE ON THE AGENDA 
 
Actions 
 

• 3/11/21: 78:21 - Patient Story – a review of the Cystoscopy service had been 
undertaken.  There had been no complaints about the service and positive feedback 
had been received; 

• 6/4/22: 31:22 Maternity Board Champion Report – the Board agreed this action could 
be closed as a Maternity update report had been forwarded to the meeting; and 

• 6/4/22: 32:22 - Integrated Board Report – a discussion would occur at the July Board 
Strategy meeting regarding the triangulation of planned elective recovery, the actual 
level of activity and theatre utilisation.   

 
There were no other matters arising not covered by the agenda. 
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44/22 CHAIR’S BRIEFING 
 
The report was taken as read and noted.   AG informed Board colleagues the Appointments 
and Remuneration Committee had met on 25 May and had supported the process and 
outcomes for Non-Executive-Director appraisals.  The Council of Governors would consider 
this matter at its meeting later in the day. 
 
The Board noted the Chair’s briefing. 
 

45/22 CHIEF EXECUTIVE’S REPORT 
 
FA introduced her report and highlighted the following key points: 
 

• The Trust would be in a good position to respond to the formal Public Inquiry into the 
handling of the Covid-19 pandemic; 

• The Strategic Partnering Agreement (attached at Appendix 1 of the report) required 
Board approval.  However, Andrew Dumbleton would not be joining the system 
Finance Committee as highlighted in the Chief Executive report; 

• The wellbeing of colleagues remained a key priority as did `securing the future’ work; 
• NHS England and Improvement had moved the national incident in relation to Covid-

19 to level 3 status from level 4.  Consequently, coordination of any response required 
was at a regional level and the Trust was now focusing on recovery given lower 
incidences of Covid-19; 

• The national review into the death of Star Hobson had been published and the Trust 
would be taking part in the response to the review recommendations; and 

• Thank you to VP who would be leaving the Trust in June and had made a significant 
contribution to the Board. 

 
AWh queried who she should share comments with regarding the Place Partnership Board 
terms of reference (appended to the report).  VP reported the terms of reference were still in 
draft format and invited AWh to share any comments with James Drury.  Action: AWh. 
 
AWi queried whether the balance between Bradford and Craven representatives on the 
Partnership Board was adequate.  VP reported discussions had occurred regarding Craven 
representation. 
 
NM queried whether the document had legal status.  In response, VP reported the Trust had 
a duty to be part of an Integrated Care Board. 
 
MH believed the metrics within the Integrated Board Report would require review to ensure 
any impact on patients from deprived areas were highlighted and monitored.  VP reported 
there would be an opportunity for the Board to consider how to address this matter during the 
Board Development session at the end of the Private Board meeting. 
 
Trust Board:  
 

• Approved the Strategic Partnering Agreement; and 
• Noted the Chief Executive’s Report. 

 
46/22 COMPANY SECRETARY’S REPORT 

 
VP introduced the report and drew the Board’s attention to the proposed changes to the 
Standing Orders/Standing Financial Instructions/Scheme of Delegation which had been 
updated in response to recent developments.   
 



 4 

AG noted the Trust complied with the NHS England/Improvement guidance regarding the 
allocation of NED roles.  However, the Trust  did not currently have a Non-Executive Director 
or suitable alternative to support the Accountable Emergency Officer with oversight 
responsibility for Emergency Preparedness, Resilience and Response (EPRR).  Consequently, 
the Trust was unable to assess itself as green across all indicators for the EPRR self-
assessment.  VP pointed out the need for the Board to be assured it was receiving sufficient 
information regarding EPRR.  The Board received the EPRR Annual Report and self-
assessment and the Joint Health and Safety Committee (which reported into the Quality and 
Safety Committee) monitored EPRR activities.  JH queried whether a red indicator for EPRR 
might impact on the Trust’s ability to progress some of its estate related activities.  In response, 
VP reported the Board had greater oversight of EPRR issues due to its monitoring of the 
reinforced autoclaved aerated concrete (RAAC) panels concern.  She outlined the importance 
of the full Board in this regard considering how the Trust’s RAAC situation affected its approach 
to EPRR. 
 
DC believed an additional sentence should be added to the Quality and Safety Committee 
terms of reference regarding the Committee’s role in seeking assurance that the Waste 
Reduction Programme did not impact on quality and the Board agreed.  Action: SJ/DC to 
update the terms of reference accordingly. 
 
The Chair noted the Audit and Risk Committee terms of reference still referenced the Associate 
Director of Corporate Affairs.  Action: SJ to amend the document. 
 
Trust Board: 

 
• Approved the proposed changes to the Standing Orders/Standing Financial 

Instructions/Scheme of Delegation document; 
• Noted the Annual Committee report summary; 
• Approved the self-certifications; 
• Agreed a Non-Executive-Director should not be assigned responsibility for 

Emergency Planning, Risk and Resilience as the Trust was following NHS 
England/Improvement guidance regarding the allocation of NED roles and the whole 
Board had responsibility for EPRR;  

• Approved the proposed changes to the terms of reference of the Audit and Risk; 
Charitable Funds; Finance, Performance and Digital; and Quality and Safety 
committees’ terms of reference (subject to the changes outlined above); and 

• Noted the work programme. 
 

47/22 SECURING THE FUTURE 
 
VP introduced the report which provided an update on the identification and management of 
reinforced autoclaved aerated concrete (RAAC) panels at the hospital.  VP then reported: 
 

• Deterioration had been identified in the structural skeleton of the building and this was 
in addition to the RAAC issue.  This latest development would require further 
investigation and mitigation in order to ensure the building was safe; 

• A complex ward decant programme was being developed.  It was envisaged the 
modular build would be finalised in June and occupation of this facility would occur from 
July 2022; and 

• It was possible a mobile unit would need to be procured for 12 months to house the 
Endoscopy service. 

 
AG informed Board colleagues Governors had been updated regarding the issues and plans in 
place to address these.  FH would be attending a future Governor Involvement Group meeting 
to provide a further update. 
 
NM noted Airedale was the only hospital to have RAAC in its floors and asked what impact this 
was having on the building and finances.  She also queried whether this issue made the Trust 
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unique.  In response, VP reported the issue did not have a separate impact in terms of finances 
or remedial works as the Trust would just need to procure more panels.  The Trust was the only 
hospital to also have RAAC panels in its floor and key stakeholders continued to be appraised 
of the issues faced.  Robbie Moore MP had again raised the concern during a recent Prime 
Minister’s questions and the Trust was articulating a plan for a new hospital build which stacked 
up from a value for money and clinical safety and quality perspective. 
 
AWi asked whether the funding allocated for remedial works would cover the cost of any 
potential additional costs to rectify the structural deterioration.  AWh reported the Trust had 
been allocated sufficient funds to date to undertake fail safe works (based on what was known 
at present and the inflationary assumptions made).  VP added the ward decant initiatives could 
result in fewer or further problems being identified in which case, the programme would need 
to be reassessed. 
 
FA informed Board colleagues support had been secured from the Integrated Care System 
(ICS) to ensure this issue continued to be flagged through the West Yorkshire ICS.  The Place 
Lead had also recognised the issue as a priority for the Bradford District and Craven Place. 
 
RD queried when the analytics regarding the flooring issue would be available.  FH reported 
the investigation works had concluded and resultant recommendations were anticipated within 
the next 2-3 weeks. 
 
MH pointed out one of the biggest risks was the ability of the Trust to do the work needed and 
queried whether this was captured on the risk register.  VP informed Board colleagues the 
Executive RAAC Assurance Group had considered the risks and these would be forwarded to 
the next Risk and Compliance Group meeting prior to being added to the High Level Risk 
Register. 
 
Trust Board noted the Securing the Future update. 
 

48/22 MATERNITY SERVICES ASSURANCE 
 
Maternity Improvement Update: Maternity Quality, Safety and Performance and Perinatal 
Surveillance/Ockenden Report Update  
 
AS introduced the paper which provided an update on the quality, safety and performance 
metrics reported within the Integrated Board Report dashboard; Maternity Services Scorecard 
and Perinatal Surveillance dashboard.  The paper aimed to provide assurance to the Board in 
relation to the continued progress being made towards compliance of the Maternity Incentive 
Scheme Year 4 safety actions, BetterBirths; Continuity of Carer and the Immediate and 
Essential Actions of the Ockenden Report.    
 
SS then reiterated key points from within the report. 
 
IK queried when Continuity of Carer would be implemented at the Trust and what steps were 
being taken to ensure patients received continuity of care until such time as the Continuity of 
Carer model could be implemented.  In response, SSi reported a robust action plan had been 
developed to implement the model.  However, this would be reliant upon the Trust successfully 
recruiting into vacant midwifery roles. 
 
AWi asked what steps were being taken to reduce health inequalities until such time as the 
model was implemented.  SSi informed Board colleagues the team was focussing on those 
areas considered to be a priority and the Trust aimed to put more Healthcare Support Worker 
posts in place in order to release the midwives to do more midwifery specific duties.  
Consideration was also being given to ways in which to address inequalities in Keighley.  AS 
added the healthcare needs of people from Black and Minority Ethnic (BAME) backgrounds 
were being assessed and some of this work was being undertaken at Place, through the 
BetterBirths programme.  She added the Ockenden II report made it clear that continuity of 
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carer should not be delivered if it resulted in safety being compromised.   FA outlined the 
importance of the Trust gaining an understanding of the data and highlighted a need to review 
this over a number of years in order to get the quality of data needed to make informed 
decisions. 
 
AWh requested that information regarding Place based activities be added to future reports.  
Action: AS/SSi to ensure this occurs.  AWh then asked whether it would be possible to align 
the various action plans into one plan.  She queried whether governance processes were 
effective and believed future reports should contain a glossary of terms.  Action: SSi to 
incorporate a glossary.  SSi believed the governance processes were effective. 
 
NM asked whether the Board would find it helpful to receive additional data regarding still births 
and perinatal deaths, particularly in relation to the protected characteristics of the mothers.  AG 
believed the data received at Board was sufficient requesting any trends in more detailed data 
be escalated.  SSi reported inequality issues were considered when undertaking thematic 
reviews and no specific themes had been identified.    
 
MH queried whether: i) it would prove beneficial to undertake deep dives into any specific areas; 
and ii) the system could work together to address the recruitment challenges being 
experienced.  In response, AS reported the Quality and Safety Committee had considered the 
results of a Perinatal Mortality deep dive.  FA outlined the importance of the Board gaining an 
understanding about how it might support the recruitment challenges faced.  AS reported 
consideration was being given to how to change the narrative regarding the midwifery role in 
order to attract more people into post. 
 
DC outlined the importance of actions arising from incidents being identified and responded to 
in a timely manner to ensure learning occurred at an early stage.  SS reported all cases were 
subject to a multi-disciplinary case review which occurred within 72 hours of the incident 
occurring. 
 
RD queried how the Trust assessed its patient and community concerns and experiences 
regarding its maternity services.  SSi reported the Trust received feedback through its link with 
a local service user network which ran engagement events regarding services and Ockenden.   
 
Non-Executive Director Maternity Champion Report 
 
AG outlined the importance of the NED Maternity Champion considering how to access 
communities and challenge the data. 
 
NM then reported the Trust would experience some external scrutiny from a regional visit.  She 
added she had introduced Leeds Trinity University to the Trust to determine whether anything 
could be done in partnership to develop a suitable programme for nurses. 
 
Trust Board: 
 

• Noted the updates and current status of the ongoing Quality, Safety and 
Performance Metrics and related improvement actions;   

• Noted the progress and update with the Ockenden Immediate and Essential 
actions;  

• Noted the update and revised timescales for submission of the Maternity 
Incentive Scheme Year 4 – January 2023; 

• Noted the Non-Executive Director Maternity Champion Report; and 
• Noted the Ockenden Report update. 

 
49/22 BI-ANNUAL MIDWIFERY STAFFING REPORT DECEMBER 2021 – MAY 2022 

 
The paper was taken as read. 
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AG noted retention was a key priority for the Trust and AWi queried whether the Board would 
need to support the further development of a business case to address the gap in workforce 
issue.  In response, SSi reported financial support was available to increase workforce numbers 
and the business case was being developed.  Eleven newly qualified midwives had recently 
identified the Trust as their preferred place to work and the Trust would over-recruit into posts 
if possible in order to address future potential changes in the team.  JH believed future reports 
should contain a forward look trajectory.  Action: SSi to incorporate into the report.  AWh 
added finances were not driving the decision to recruit; rather the challenge was one of minimal 
availability of candidates to recruit into posts. 
 
Trust Board noted: 
 

• The current vacancy rate of 10 WTE; 
• The total absence rate across maternity services (19%); 
• The requirement for an additional 6 whole time equivalent midwives to current 

funded establishment to meet the Birthrate+ safe staffing requirements; 
• The findings of the Birthrate + and deficits in midwifery staffing were to be 

shared with commissioners; 
• Revised workforce models to mitigate risk across the maternity service; 
• The service was currently not compliant with Safety Action 5 of the Maternity 

Incentive Scheme due to non-compliance to 100% labour ward coordinator 
supernumerary status.  An action plan to detail how the service intends to 
achieve this would be presented to Board with the forthcoming Bi-Annual 
staffing paper;  

• The continued pausing of Continuity of Carer (CofC); and 
• Removal of the midwifery theatre scrub role as recommended in Birthrate+. 

 
50/22 SIX MONTHLY NURSE STAFFING REPORT 

 
AS introduced the paper and reported Nursing Workforce governance had improved.  
Nurse:Patient ratios had not been met in the last 6-12 months and HR colleagues were 
supporting recruitment initiatives.  There had been fewer nurse staffing and moderate harm 
incidents. 
 
JM then reiterated key points from within the paper. 
 
AD asked what assurance existed that the measures put in place for retention would be 
effective.  AS reported work was underway to retain the International nurses and minimise  
moves around wards were being minimised following feedback received.  Succession planning; 
staff development; and listening and responding to issues were also important priorities for 
leadership. 
 
AG queried whether investment in the new theatres was being optimised with the right people 
and skills mix in place.  In response, AS reported a Theatres recruitment day was planned.  RA 
added a business case had been approved to recruit additional people into the department.  
Deep dives were being undertaken in order to gain an understanding regarding external support 
requirements and actions to be taken until the vacancies had been filled.   
 
Trust Board noted: 
 
• Progress to date regarding the workforce review and governance arrangements; 

and 
• The outputs of the establishment reviews. 
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51/22 FREEDOM TO SPEAK UP GUARDIAN ANNUAL REPORT 
 
The Chair brought this item forward as the Freedom To Speak Up (FTSU) Guardian had arrived 
at the meeting. 
 
KB introduced the report and highlighted the following key points: 
 

• The number of cases being referred to the FTSU Guardian had stabilised; 
• The Staff Survey results revealed most people knew how to speak up and the role would 

be promoted further in AGH Solutions Ltd and Telemedicine services; 
• Some colleagues from protected characteristic backgrounds were less confident about 

speaking up; and 
• Around 75% of cases (although small in number) involved an element of unacceptable 

behaviour/bullying/harassment.  JH added consideration was being given to how to 
support colleagues to address issues at an early stage through a resolution approach.  
NM reported there was a link between culture and behaviour and outlined a need for 
these two areas to be considered at the same time.  

 
AWh outlined the importance of the Corporate Services data being triangulated with Staff 
Survey results.   
 
DC pointed out FTSU was not as visible for some medical groups and this was currently being 
addressed. 
 
MH believed the Trust’s staff networks should review some of the themes coming out of the 
FTSU report.  Action: JH to ensure this occurs. 
 
Trust Board approved the Freedom To Speak Up Annual Report for publication. 
 

52/22 REPORTS FROM COMMITTEE CHAIRS 
 
The following reports were received and noted: 
 

• Audit and Risk Committee, 13 April 2022; 
• Finance, Performance & Digital Committee, 27 April 2022; 
• People Committee, 26 April 2022; 
• Quality & Safety Committee, 26 April 2022; 
• Sustainability Committee, 6 May 2022.  
• Charitable Funds Committee,6 May 2022. 

 
Trust Board approved the changes to the Sustainability Committee terms of reference. 
 
The Chair then invited feedback from committee meetings which had occurred during the same 
week as the Board meeting and the following updates were provided: 
 
Audit and Risk Committee, 17 May 2022 
 
IK reported the Committee had agreed the Internal Audit work plan. 
 
Finance, Performance and Digital Committee, 25 May 2022 
 
AD reported the Committee had discussed Waste Reduction Programme and Elective 
challenges.  The new Emergency Department standards had also been considered. 
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Quality and Safety Committee, 24 May 2022 
 
AWi reported the Committee had reviewed the Quality and Safety strategy and considered 
maternity and perinatal mortality reviews.  A presentation had been received from the Surgery 
division regarding their quality priorities. 
 

53/22 MONTHLY INTEGRATED BOARD REPORT AS AT 30 APRIL 2022 
 
JH highlighted the following key points: 
 

• Sickness absence levels had recently reduced to under 5%; 
• Whilst turnover was above 12%, this was similar to turnover being experienced at other 

trusts.  The Trust was holding an increasing number of leaver conversations in order to 
gain an understanding of reasons for leaving.  The Trust had also recruited a 
Recruitment and Retention lead; and 

• Recovery plans were in place to increase mandatory training and appraisal compliance 
and it was envisaged performance would improve by the end of quarter two. 

 
RA then reported: 
 

• There were five or fewer patients who had tested positive for Covid-19 occupying beds 
at any one time; 

• Emergency Department indicators would be reviewed and the Four-Hour standard 
would continue to be reported against for the time being; 

• Ambulance handover times had improved and the Trust aimed for handovers to occur 
within 15 minutes; 

• Steps were being taken to ensure no patients were waiting (by the end of June 2022) 
more than 104 weeks to attend an appointment; and 

• Elective recovery planning was a key priority. 
 
AS highlighted the following: 
 

• A number of serious incidents had been declared during April.  Each of these would be 
investigated; 

• C-difficile rates were above the national threshold; 
• There was a current focus on the number of falls resulting in harm.  An initial review had 

highlighted a number of falls had been experienced by patients with enhanced care 
needs; and 

• Work was underway with divisions to ensure complaints were managed in a timely 
manner. 

 
DC reported: 
 

• The Quality and Safety Committee had continued to scrutinise Stroke performance; and 
• The Trust’s mortality indices remained favourable, mainly due to a key focus on 

palliative care service provision in the community which deterred people from attending 
the hospital. 

 
AWh highlighted the following: 
 

• The target to pay invoices within 30 days had been exceeded; 
• Waste Reduction Programme performance was £450k behind plan and had been 

scrutinised by the Finance, Performance and Digital Committee.  The first Executive 
Scrutiny meeting would be taking place on 30 May and there would be a key focus on 
the Medicine division; and 

• NHS England/Improvement guidance highlighted an expectation that all targets would 
need to be identified recurrently by quarter three. 
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The Board noted the Integrated Report. 

 
 

54/22 RISK 
 
High Level Risk Register 
 
The High Level Risk Register was taken as read.  Divisions were reviewing their risks and 
providing a rationale for the scores allocated.  There was an emerging financial risk, particular 
regarding the ability to meet the Waste Reduction Programme target. 
 
NM queried whether the Maternity risk score should be reduced and AS reported this was being 
reviewed. 
 
The Board noted the High Level Risk Register. 
 
Board Assurance Framework 
 
VP introduced the Board Assurance Framework (BAF) which had been updated following the 
review of the Annual Plan.  The Cyber Security risk had increased as a consequence of 
enhanced international risks.  The Internal Audit of the BAF confirmed this was being reviewed 
regularly and changes in the environment anticipated and incorporated. 
 
AG added a Board session would be developed to consider the risk appetite.  VP added work 
had also been undertaken outlining sources of assurance. 
 
The Board noted the Board Assurance Framework. 
 
Risks Identified During the Meeting 
 
No new risks were identified during the meeting. 
 

55/22 ANY OTHER BUSINESS 
 
Victoria Pickles 
 
AG reported this would be VP’s last Board meeting as a member of the Board.  On behalf of 
the whole Board he thanked VP for her contribution to the Board. 
 
There were no other items of business. 
 

56/22 MESSAGES TO COLLEAGUES AND KEY STAKEHOLDERS 
 
It was agreed that the following items should be communicated to colleagues and key 
stakeholders: 
 

• Patient story; 
• Securing the Future update; 
• Maternity and Nurse staffing; 
• Integrated Board Report; and 
• Freedom To Speak Up Annual Report. 

 
57/22 REVIEW AND CLOSE OF MEETING 

 
AWh believed paper presenters should be informed of the need to ensure the papers had been 
taken as read and only highlighting key points for the Board to consider during the meeting. 
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The meeting concluded at 12.55 pm. 
 

DATE OF NEXT MEETING: 
 
The next Public Board of Directors Meeting will be held on: 
 

• Monday 20 June 2022 at 3.00 pm (to approve the Annual Report and Accounts); and 
• Wednesday, 7 September 2022 at 9.30 am. 
 
 
 



 12 

PUBLIC TRUST BOARD MEETING  
As @ May 2022 

 
Note: Actions will remain on the log for one meeting post completion. Actions to be brought to a future Board of Directors meeting will be added to 
the work plan. 
 
ACTION LOG   
              

DATE 
DISCUSSED  AGENDA ITEM AND ACTION LEAD CURRENT POSITION DUE 

DATE STATUS 
DATE 
ACTIONED 
& CLOSED 

26/5/22 
46:22 

Company Secretary’s Report 
Medical Director/Head of Corporate Governance to 
incorporate reference to the Quality and Safety 
Committee’s role in seeking assurance regarding the 
quality impacts of the Waste Reduction Programme into 
the Quality and Safety Committee Terms of Reference. 
 
Head of Corporate Governance to amend the reference 
to the Associate Director of Corporate Affairs in the Audit 
and Risk Committee terms of reference. 

 
DC/SJ 

 
 
 
 
 

SJ 

 
 
 
 
 
 
 
Complete. 

 
June 
2022 

 
 
 
 

May 
2022 

G 
 
 
 
 
 

B 

 
 
 
 
 
 
 
30/5/22 

26/5/22 
48:22 
 

Maternity Services Assurances 
Chief Nurse/Head of Nursing and Midwifery to: 
 

• Ensure that information regarding Place based 
activities is incorporated into future reports; and 

• To incorporate a glossary of terms. 

 
AS/SS 

  
Sept 
2022 

G 
 
 
 

 

26/5/22 
49:22 
 

Bi-Annual Midwifery Staffing Report December 2021 – 
May 2022 
Head of Nursing and Midwifery to incorporate a forward 
look trajectory into future reports. 

 
 

SS 

  
 

Nov 
2022 

A 

 

2/2/22 
12:22 

Midwifery Safe Staffing Six Monthly Report/Nurse Staffing 
Six Monthly Safer Staffing Report 
Executive Chief Nurse to ensure future nurse safe 
staffing reports forecast the workforce gaps and outline 
the workforce plan and ambition.   

 
AS 

  
Sep Nov 

2022 A 

 

 
 

Red Amber Green Blue 
Overdue Going 

forward  
This 
meeting 

Complete 
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3/11/21 
78:21 

Patient Story 
Executive Chief Nurse to ensure the improvements 
made to the Cystoscopy service are embedded through a 
follow up review. 

 
AS 

 
It was reported at January Board that 
this work had been postponed due to 
operational pressures.  An update would 
now be provided at June Board. 
 
It was reported at the May Board 
meeting that a review of the Cystoscopy 
service had been undertaken.  There 
had been no complaints about the 
service and positive feedback had been 
received. 
 

 
Jan 2022 

June 
2022 

B 

 
 
26/5/22 

6/4/22 
31:22 

Maternity Board Champion Report 
Chief Nurse to provide the Board with an update, at the 
June meeting, regarding the outputs from the place based 
Health Inequalities event and an Ockenden II gap 
analysis.  

 
AS 

 
At the May Board meeting, the Board 
agreed this action could be closed as a 
Maternity update report had been 
forwarded to the meeting. 

 
June 
2022 B 

 
26/5/22 

6/4/22 
32:22 

Integrated Board Report 
Director of Strategy, Planning and Partnerships to 
timetable a discussion, into the Board Strategy Day 
workplan, regarding the triangulation of planned elective 
recovery, the actual level of activity and theatre utilisation.   

 
SS 

 
Discussion timetabled for the July Board 
Strategy meeting. 

 
June 
2022 B 

 
 
26/5/22 

26/5/22 
45:22 

Chief Executive’s Report 
Director of Finance to provide feedback to James Drury 
regarding the Place Partnership Board terms of reference. 

 
AWh 

 
Complete. Feedback provided and 
further meeting in the diary to have a 
discussion. 

 
June 
2022 B 

 
 
26/5/22 

26/5/22 
51:22 

Freedom To Speak Up Guardian Annual Report 
Director of HR and OD to request that the staff networks 
review some of the themes arising from the report. 

 
JH 

 
Completed - circulated around the 
inclusion groups for consideration of 
themes. 

 
June 
2022 B 

 
 
1/6/22 
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Attendance Log 2022/23 
Attendance   

 
Members  6 April  

2022  
26 May  
2022  

7 September 
2022  

2 November  
2022  

1 February  
2023  Total 

Andrew Gold (Chair)        

Foluke Ajayi       

Rob Aitchison        

David Crampsey        

Joanne Harrison        

Amanda Stanford        

Amy Whitaker        

Rhys Davies        

Andrew Dumbleton       

Melanie Hudson        

Ian Knight       

Nadira Mirza        

Dr Andy Withers       

Attendees 

Victoria Pickles        

Stuart Shaw        

Paul Rice   Private Board only     

Stella Jackson        
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MEETING OF THE PUBLIC BOARD OF DIRECTORS 
HELD AT 15.00 ON MONDAY 20 JUNE 2022 
VIA MICROSOFT TEAMS 
 

PRESENT: Andrew Gold (AG), Chair 
Foluke Ajayi (FA), Chief Executive 
Rob Aitchison (RA), Chief Operating Officer and Deputy Chief Executive 
Andrew Dumbleton (AD), Non-Executive Director 
Joanne Harrison (JH), Director of People and OD 
Melanie Hudson (MH), Non-Executive Director 
Ian Knight (IK), Non-Executive Director 
Nadira Mirza (NM), Non-Executive Director 
Amanda Stanford (AS), Chief Nurse 
Amy Whitaker (AWh), Director of Finance  
 

IN ATTENDANCE:  
 

Stella Jackson, (SJ) Head of Corporate Governance  
Stuart Shaw (SS), Director of Strategy, Planning & Partnerships  
 

  
58/22 
 

WELCOME 
 
The Chair welcomed everyone to the meeting.  
 

59/22 APOLOGIES FOR ABSENCE 
 
Apologies were received from Andy Withers, Non-Executive Director; David Crampsey, Medical 
Director; Paul Rice (PR), Chief Digital and Information Officer; and Rhys Davies, Non-Executive 
Director. 
 
There were no other apologies for absence. 
 

60/22 DECLARATIONS OF INTEREST 
 
There were no declarations of interest.  
 

61/22 OVERALL REPORT FROM THE CHAIR OF THE AUDIT AND RISK COMMITTEE 
 
IK reported that all the items on the agenda for this meeting had been considered in detail by 
the Audit and Risk Committee.  The Audit and Risk Committee were recommending the Board 
approve all the items to be considered at agenda item 5. 
 

• Annual Report 2021-22; 
• Annual Accounts 2021-22; 
• Annual Governance Statement; and  
• Group Letter of Representation  

 
IK drew Board members attention to the External Auditor’s assessment, noting that there were 
unadjusted audit differences which were not material and that the auditors were to give an 
unqualified opinion on the 2021/22 Annual Report and Accounts. The Committee had also 
considered the Going Concern assessment (previously approved by the Finance, Performance 
and Digital Committee) and noted progress regarding the Internal Audit work plan.  The date of 
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the Annual Members Meeting would be moved to later in the year (due to the External Auditor 
Value for Money Confirmation Statement not being issued by the auditors until mid-July). 
 
AG then reported minor changes to the Annual Report had been forwarded to the Head of 
Corporate Governance for amendment. 
 
DRAFT MINUTES OF THE AUDIT AND RISK COMMITTEE HELD ON 16 JUNE 2022 
 
The draft minutes of the Audit and Risk Committee meeting held on 16 June 2022 were 
noted.   
 

62/22 AUDIT FINDING REPORT (ISA 260) FOR AIREDALE FOUNDATION TRUST FOR YEAR 
ENDED 31 MARCH 2022 
 
The Audit Finding report (ISA 26), confirming that notwithstanding unadjusted audit 
differences the auditors were intending to give an unqualified audit opinion, was received and 
noted. 
 
HEAD OF INTERNAL AUDIT OPINION  
 
The Board noted the Head of Internal Audit had issued a Significant Assurance opinion 
regarding the system of governance, risk management and internal control. 
 

63/22 ANNUAL REPORT AND ACCOUNTS INCLUDING: 
 
After opportunity for questions; comments and feedback, the Board unanimously approved 
(on the recommendation of the Audit and Risk Committee) the following items: 
 

• Annual Report 2021-22 
• Annual Accounts 2021-22 
• Annual Governance Statement 
• Group Letter of Representation  

 
 

64/22 ANY OTHER BUSINESS 
 
There were no other items of business and the meeting concluded at 3.10 pm. 
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Attendance Log 2022/23 
Attendance   

 
Members  6 April  

2022  
26 May  
2022  

20 June 
2022 

7 September 
2022  

2 November  
2022  

1 February  
2023  Total 

Andrew Gold (Chair)         

Foluke Ajayi        

Rob Aitchison         

David Crampsey    Apols     

Joanne Harrison         

Amanda Stanford         

Amy Whitaker         

Rhys Davies    Apols     

Andrew Dumbleton        

Melanie Hudson         

Ian Knight        

Nadira Mirza         

Dr Andy Withers   Apols     

Attendees  

Victoria Pickles         

Stuart Shaw         

Paul Rice   Private Board only Apols     

Stella Jackson         
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Date of Meeting: Wednesday 7 September 2022 

Meeting:  Public Board of Directors 

Title of report:  Chair’s Briefing       

Author: Andrew Gold, Chair 

Previous Forums: None 

Purpose of the Report 

To inform the Board of the Chair’s activities since 26 May Board meeting. 

Key Points to Note  
  
Continuous commitment to Partnership working to get the best possible outcomes in health care 
provision for the Population and Patients the Trust serves. 
 
Progressive approach embracing the ever-changing environment, determining the impact on the Trust 
and its stakeholders with a continued positive focus on areas the Trust can positively influence and 
make a real difference. 
 
Continued recognition of the importance of our People supporting them through feedback; objectives 
and development opportunities to enable them to continue to flourish as part of the Trust’s planning for 
the future as well as addressing the present. 
 
EQIA – Equality Impact Assessment  

Well led impact on our colleagues / patients / population 

Fit with strategic objective 
Population Patients People Partnership Progressive 

X X X X X 

Recommendation  

The Board is asked to note the Chair’s activity in this briefing report. 



 

  

 

Chair’s Briefing 
Public Board meeting 7 September 2022 

Introduction  

This activity report is structured around five key themes the Board has recognised as the frame for 
developing the Airedale NHS Foundation Trust (the Trust) Board’s strategy, namely partnerships, 
population, patients, progression and people. 

Activity Since Last Public Board Meeting 
 
Wider partnership activity draws on the support and insights from across the NHS facilitated by 
sector bodies such as NHS Confederation and NHS Providers, including attendance at their events 
like the NHS Providers Chair & Chief Executive Officers’ (CEO) Network quarterly meeting that 
took place in June. Insight gained from national forums enables evaluation of any impact locally. 
 
There has been further interaction on matters relating to the West Yorkshire Health and Care 
Partnership (WY HCP), including chairing the last quarterly WY HCP Climate Change Steering 
meeting in July. Such activity reflects the Trust’s commitment to partnership working. 
 
In June I attended our Place, Bradford District and Craven, Partnership Board meeting in shadow 
form as part of our Place preparing for the legislation for healthcare provision applicable from 
1 July 2022. The first Place based Partnership Board meeting took place in mid-July and was 
presided over by Elaine Appelbee, the new independent Chair of our Place’s Partnership Board. 
Since the last Trust Board meeting there have also been one to ones with equivalents in Place or 
counterparts outside of our Place. All this activity shares knowledge, strengthens relationships and 
gives the Trust further opportunity to input into the design of future service delivery arrangements 
in line with the needs of the Airedale, Wharfedale and Craven (AWC) population the Trust serves. 
 
Population links include continued interaction with the Trust’s Council of Governors (COG) and 
their interaction with Trust members. Arrangements for the Trust’s Annual Members’ Meeting 
(AMM) on 23 September are well advanced. The timing of the AMM reflects various protocols to be 
followed, including laying various documents before Parliament. The AMM receive the Trust’s 
annual report and accounts for the year ended 31 March 2022 which were approved by the Trust 
Board at a meeting held in June. As with the previous year’s AMM, the meeting will be held 
virtually and the Trust is embracing how best it can engage with its members to hear their views on 
the services that the Trust provides. 
 
Patient related activity has focused on optimising service delivery through working with all relevant 
partners, notably through Place and West Yorkshire Association of Acute Trusts (WYAAT), to meet 
expectations of the population and NHSE/I. This included the latest quarterly WYAAT Committee in 
Common meeting, attended in July by the Trust’s CEO and I. In addition, Trust Non-Executive 
Directors (NEDs) have recently begun in-person ward walkarounds alongside Executive 
colleagues to hear first-hand the experience of patients and colleagues alike. As a member of the 
Trust’s Charitable Funds Committee which last met in July, there has been opportunity to input into 
initiatives funded by the charity which enriched the experience for patients and colleagues alike.  
An example is using charitable funds for installing another chargebox at the Trust, located in the 
emergency department waiting room. The early usage statistics indicate it is very well received. 
 



 

  

 
Progressive activity includes the Board’s continuing oversight of the ongoing steps in ‘Securing our 
future’ (a replacement healthcare facility at the Steeton site) to address the Reinforced Autoclaved 
Aerated Concrete (RAAC) significant risk faced in much of the existing estate at the Trust’s 
Steeton location. This will also be the subject of discussions later in this meeting. A meeting 
facilitated by a Trust NED involving the Trust CEO and I in July with Leeds Trinity University 
explored opportunities to work together on developing clinicians of the future in line with national 
and local needs.  
 
A growing area of focus for the Trust is Planet. The Board Sustainability Committee meeting I chair 
last met in July and focused on the development of metrics to measure progress in the Trust 
reaching its sustainability aims and objectives. The Trust CEO and I also meet with the NEDs of 
the wholly owned subsidiary, AGH Solutions Ltd, to discuss the future direction of that company in 
light of David Moss, their Managing Director, serving notice to leave the Trust imminently. David 
has contributed greatly towards the Trust’s progress in its environmental sustainability ambitions 
and the drive to achieve ‘net zero’.  
 
As with certain other Executive colleagues, I was interviewed by the Trust’s internal auditors as 
part of their independent assessment of the Trust’s sustainability approach. Pleasingly the draft 
report recently received following that audit gives ‘significant assurance’.  Taking up the open 
invitation to all colleagues, I had a walkaround of the new modular ICU building at the Steeton site 
in July just before it opened to use by patients. The speed of progress of this modular build was 
impressive. The heating and hot water generated are entirely by electric means and the building is 
exceptionally well insulated and features air source heat pumps and 80 solar panels. This 
reinforces how investment in a new estate would turbocharge the Trust’s sustainability ambitions. 
 
People activity has continued to focus on Trust colleagues’ health and wellbeing through this 
challenging, ever-changing period facing all healthcare providers. Trust NEDs, as well as the 
Chair, supported NED listening events which gave colleagues the opportunity to share insights 
directly with the NEDs as to what it is like at the Trust. My attendance at the ‘supporting our 
maternity workforce’ event in July was similarly insightful as to the challenges those colleagues 
face and what solutions can be progressed to overcome those. 
 
The Nominations and Remuneration Committee (NRC) (which comprises a majority of NEDs) met 
in June to agree the annual performance appraisal process for the CEO and the other Executive 
Directors. As part of the Trust’s commitment to continuous improvement culture, NEDs and the 
Chair provided feedback on each and every Executive Director and is part of the annual appraisal 
conversation the CEO has with their direct reports to be able to give feedback on performance as 
well as set objectives, along with a supporting personal development plan, for this financial year. 
 
NRC have also overseen the recruitment approach, shortlisting and played an active role in the 
decision making for the replacement Director of Finance and Director of Corporate Affairs 
respectively after the previous incumbents, Amy Whitaker and Victoria Pickles, used their time at 
the Trust to springboard into other roles given their reputation and track record on delivery for this 
Trust. The Board place on record thanks to Amy, Vicky and Rob Aitchison (the Chief Operating 
Officer and Deputy Chief Executive who joins a larger Trust later this year), for their contribution to 
this Trust. NRC will oversee the appointment of Rob’s successor and if it is like the Director of 
Finance and Director of Corporate Affairs recruitment concluded recently, should be encouraged 
by the calibre of people with the required skills and experience who want to be a part of this Trust. 



 

  

Date of Meeting: Wednesday 7 September 2022 

Meeting:  Public Board of Directors  

Title of report:  Chief Executive’s Report  

Presented by: Foluke Ajayi, Chief Executive 

Author: Stuart Shaw, Director of Strategy, Planning and Partnerships 

Previous Forums: N/A 

Purpose of the Report 

The purpose of the Chief Executive’s Report is to highlight developments that are of strategic 
relevance to the Trust and which the Board of Directors needs to be aware of. This report covers 
the period since the meeting on 26 May 2022. 

Key Points to Note  
 
• This has been a busy and at times challenging period for our Trust, with high demand leading to 

escalated levels of service management. Our teams continue to respond to the asks placed 
upon them for the communities we provide care for 

• It is really pleasing to see the number of awards, recognitions and activities highlighted, that 
ensures we are focussed on our people thriving and developing healthy communities 

• Progressively we continue to manage the situation regarding RAAC, whilst seeking 
opportunities for the longer term solution for the Airedale hospital site. We were delighted to 
open the new Modular Unit in July, supported by national emergency funding 

• A number of partnership developments have started to progress as we move into the formal 
place and system arrangements from 1st July, and these shall continue to evolve in the months 
ahead 

• We are focussed on assessing the impact of some significant wider developments, notably the 
changing political landscape, economic challenges presented through the cost of living 
increases and energy pricing. Our approach is both seeking to protect the impact on the Trust 
and supporting colleagues 
 

EQIA – Equality Impact Assessment  

There are no differential equality impacts resulting from these areas of work at this point. 

Fit with strategic 
objective 

Population Patients People Partnership Progressive 

X X X X X 

Recommendation  

The Board is requested to receive this paper as assurance and progress against both the local and 
national agenda, and as an update against leadership responsibilities within the CEO portfolio. 
 
 



 

  

Introduction  

This report provides a focused update on the Trust’s response to specific elements of its service 
delivery and subsequent future, and the evolving health and care landscape. 
 
Current Position  
1. Patients 

1.1. In light of the lifting of Covid restrictions, we have continued to allow more visitors to come 
more frequently. 
 

1.2. Airedale continues its role as a community vaccination hub. Planning is currently underway 
around the Autumn Covid-19 booster and flu vaccine programme, that in line with JCVI 
covers: 

• Residents in a care home and staff working in care homes for older adults 
• Frontline health and social care workers  
• All adults aged 50 years and over 
• Persons aged 5 to 49 years in a clinical risk group, as set out in the Green Book 
• Persons aged 5 to 49 years who are household contacts of people with 

immunosuppression 
• Persons aged 16 to 49 years who are carers, as set out in the Green Book 

 
1.3. In anticipation of a challenging Winter, all health and care organisations have received 

correspondence from NHS England regarding the next steps in increasing capacity and 
operational resilience in urgent and emergency care.  The 2022/2023 winter letter includes a 
range of measures to boost capacity across the system through a mix of new hospital beds, 
increased non-acute capacity, virtual wards and a boost in urgent and emergency call 
handlers, with priority areas including; 

• Preparing for variants of Covid-19 and respiratory challenges, including an integrated 
COVID-19 and flu vaccination programme 

• Increasing capacity outside of acute trusts, including scaling up of additional roles in 
primary care and annual funding to support mental health 

• Increasing resilience in NHS 111 and 999 services, through increasing the number of 
call handlers  

• Targeting Category 2 response times and ambulance handover delays, including 
improved utilisation of urgent community response and rapid response services, the 
new digital intelligent routing platform and direct support to the most challenged 
trusts 

• Reducing crowding in A&E departments and target the longest waits in Emergency 
Departments, through improving use of the NHS directory of services and increasing 
provision of same day emergency care and acute frailty services  

• Reducing hospital occupancy, through increasing capacity by the equivalent of at 
least 7,000 general and acute beds, through a mix of new physical beds, virtual 
wards and improvements elsewhere in the pathway 



 

  

• Ensuring timely discharge across acute, mental health, and community settings, by 
working with social care partners and implementing the 10 best practice 
interventions through the 100 day challenge 

• Providing better support for people at home, including the scaling up of virtual wards 
and additional support for High Intensity Users with complex needs. 

 
Our teams are rapidly assessing our current plans against these requirements. 
 

1.4. During August we were delighted to receive notification of our re-accreditation as a Veteran 
Aware Trust, demonstrating the Trust’s NHS's commitment to the Armed Forces Covenant. 
This accreditation recognises the hard work done across our Trust in identifying and sharing 
best practice and standards of care for the Armed Forces community. 
 

2. People 
2.1. August has been a pivotal month in recruiting to our vacant posts in the Executive Team 

following recent departures. Following a rigorous and competitive selection process, I’m 
delighted to announce the appointments of Mike Savage as Executive Director of Finance 
and Fiona Barr as Director of Corporate Affairs and Group Company Secretary.  
 
Mike will join us later this year from Manchester Royal Infirmary (MRI) where he is currently 
Director of Finance. He brings great experience in both the private and public sector, most 
recently at Royal Surrey Hospital NHS Foundation Trust and NHS Yorkshire and Humber 
Commissioning Support (Y&HCS), as well as MRI. I am certain that Mike will be an excellent 
appointment and will lead us confidently through the complexities of the NHS financial 
landscape.  He is joining a strong Finance team here at Airedale and I know Board 
colleagues will give him every support.   
 
Fiona will join us later this year from Northamptonshire Healthcare NHS Trust where she is 
currently Director of Corporate Governance and Company Secretary.  She is also Lead 
Director of the Trust’s charity. Fiona has worked in the NHS throughout her career and 
across all sectors (acute, community, mental health, ambulance service and commissioning) 
as well as at a national level with NHS England and the Department of Health.  She will 
bring her wealth of experience to Airedale and I know will be a strong and supportive 
Director of Corporate Affairs. 
 
To ensure Executive Team coverage during this period of transition, following a recent 
selection process I am delighted to confirm that Keith Haynes started with the Trust on 18 
July 2022 as Interim Director of Corporate Affairs and Donna Cassidy started with the Trust 
on 31 August 2022 as Interim Executive Director of Finance. 
 
 
 
 
 

 



 

  

2.2. The Trust has welcomed five new Public Governors after the recent elections. The new 
governors are welcome additions to our organisation and we look forward to working 
alongside them in the period ahead: 

• Cath Bacon, representing Bingley Rural 
• Linda Dobson, representing Keighley Central and East 
• Ernest Cockburn, representing Keighley West and Worth Valley 
• Alan Walker, representing Settle and Mid Craven 
• Robert Minton-Taylor, representing South Craven 
• Naheem Ahmed, who represents the non-clinical, ‘all other’ Staff Group 

 
2.3. I have continued to take the opportunity to spend some time meeting, talking to and, most 

importantly, listening to colleagues across the Trust. I continue to ask colleagues what 
they’re most proud of in their work here at Airedale, and their focus for the coming year. I 
have continued to hear and observe a level of pride and enthusiasm about being part of our 
Trust, but also some areas we need to focus our efforts going forward. These are valuable 
and helpful views to help us shape how we are responding to what we have heard. I am also 
aware that non-executive director colleagues shall again be holding further listening 
sessions with colleagues across the Trust in September. 
 

2.4. Throughout the pandemic, the health and wellbeing of our people has been a key priority. 
The additional activity pressures and other external factors described at the start of this 
report continue to put pressure on teams, and it is important that all of us remain focussed 
on the support our colleagues need to maintain their health and wellbeing.  
 

2.5. Over the last few weeks, we have taken the opportunity to celebrate and thank colleagues in 
different areas. During learning disability week, the Trust was able to celebrate the success 
stories of its internship programme for students with learning disabilities. A supported 
internship is a type of study programme for young people aged 16–24 that have an 
Education, Health and Care Plan. The internship lasts for between six months and a year 
and is flexible to suit the young person and the employer. The students spend two days at 
work and have a job coach who liaises with staff, students and their parents and college and 
carries out regular reviews on their progress. The internship increases the students’ 
confidence, helps them gain fantastic people skills and experience and represents our 
organisational value of being an anchor organisation in the local community.  

 
2.6. In honour of Volunteer’ Week and Thank You Day, we celebrated the work of our volunteers 

for the support they have provided to staff and patients over the past year. Around 300 
hardworking volunteers give their time and skills to support the Trust in a number of ways 
including, serving in the shops, providing clothes for the Trust’s Dignity Room, vaccination 
centre support and directing patients and visitors around the hospital as part of the Guides 
and Information Service. During the Covid-19 pandemic, the majority of volunteers were 
stood down but a significant number continued to volunteer in low risk areas. The 
Volunteers Team are currently in the process of looking at ways to bring back more 
volunteers into the Trust. 

 



 

  

2.7. I would like to offer my congratulations to Mothy Aravind Thaliyadath, who has qualified as 
Airedale’s first Professional Nurse Advocate. The PNA programme was launched in March 
2021 by Chief Nursing Officer, Ruth May, with the aim of reducing some of the staff 
pressures brought on by the COVID-19 pandemic. The role of the PNA is to improve patient 
care and staff wellbeing by providing support to fellow nursing colleagues.  

 
2.8. We are also delighted after being named as a National Joint Registry (NJR) Quality Data 

Provider for commitment to patient safety, after successfully completing a national 
programme of local data audits. The NJR monitors the performance of hip, knee, ankle, 
elbow and shoulder joint replacement operations to improve clinical outcomes for the benefit 
of patients, and also to support Orthopaedics clinicians and industry manufacturers. The 
registry collects Orthopaedics data to provide evidence to support patient safety, standards 
in quality of care, and overall cost-effectiveness in joint replacement surgery. 

 
2.9. Over forty year 10 and 12 school students visited the Trust as part of a new work experience 

programme. After being contacted by local students seeking work experience, our 
Organisational, Learning and Improvement Team decided to set up their own programme 
and reach out to local schools and colleges to see if they wanted to take part. The students 
visited from a number of local schools and over the course of one week, rotated between 
different administration based teams where they could gain an insight into the different roles 
available within the NHS. 

 

 

2.10. We are really pleased that our Finance Team won two awards at the National Healthcare 
Financial Management Association (HFMA) Yorkshire and Humber Branch Annual 
Conference 2022 in June. 
 
Izaaz Mohammed, Assistant Director of Finance, was awarded Finance Professional of the 
Year. This award recognises individuals who show professional excellence in financial 
management and leadership and the contribution they have made to their organisation and 
towards the improvement in health or healthcare locally.  
 
The Finance Team were also awarded Finance Team of the Year. The team were honoured 
for the dedication, efficiency and quality of work that they have demonstrated over the past 
year and the support they have provided to neighbouring Trusts. 
 



 

  

The team have worked hard to ensure the Trust was one of the thirty-one organisations 
nationally that was awarded Level 2 accreditation of Future Focused Finance. They were 
also recognised for the work they put into securing the National HFMA Diversity and 
Inclusion award in December 2021. 

 
2.11. I’ve had the pleasure of handing out a number of Pride of Airedale awards to our very 

deserving winners over the past few months, including:  
• Emma Hopley – Finance Student 
• Marie Duckworth – Community Multiple Sclerosis Specialist Nurse 
• Daniella Ince – Bank Interpreter, AGH Solutions 
• Linda Waterhouse – Friends of Airedale Volunteer 
• Julie Olsson - Senior Dietetic Administrator 
• Rachael Brastock - Consultant Clinical Psychologist and Clinical and Professional Lead 

for Medical and Neuro Psychology 
• Ellen Walker - Specialist Speech and Language Therapist 
• Stephanie Raff - Outpatients Appointment Clerk 
• Suzanne Vogt - Staff Nurse and Practice Educator - Children's Unit 
 
I’m also delighted that the annual Pride of Airedale awards are going ahead for 2022. 
Nominations will open on Thursday 1st September to recognise colleagues for their hard 
work, outstanding contribution and going over and above normal duties over the past year. 

2.12. Amy Whitaker, Executive Director of Finance recently left the Trust in the middle of August 
to join Mid Yorkshire NHS Trust as both their Executive Director of Finance and Place 
Based Finance Lead. Amy has been a valued member of the Executive team and has made 
a significant and positive contribution to the Trust over the past nine years.  She will be 
missed and I would like to place on record on behalf of the whole Board, our thanks for her 
strong leadership and wish her every success in her new role.  
 

2.13. David Moss, Managing Director AGH Solutions Ltd, shall also be leaving to take up a 
similar role at a Trust in Anglia. Again I would like to take the opportunity on behalf of the 
Board, to thank David for his significant contribution to the Trust over the past nine years 
and wish him every success in his new role. 
 

2.14. Board colleagues shall also be aware that Rob Aitchison, Deputy Chief Executive and Chief 
Operating Officer, has recently been appointed to the Deputy Chief Executive post at 
Calderdale and Huddersfield NHS Foundation Trust and will be taking up his new post at 
some point during the autumn. Attention is now focused on agreeing interim arrangements 
which I will put in place for a period while we work through the longer-term substantive 
recruitment. 

 
 
 
 
 
 



 

  

3. Progressive 
3.1. The two highest scoring risks on our Board Assurance Framework continue to relate to the 

condition of the hospital building. The Securing the Future paper for this meeting, sets out 
the key areas of work taking place to identify, manage and mitigate the risks of Reinforced 
Aerated Autoclaved Concrete (RAAC). The paper also highlights further areas of risk in 
relation to the structural integrity of the concrete substructure, identified through specialist 
scanning. We have also had to increase the frequency of inspection of some panels, having 
identified increases in cracks since the original inspection. 
 

3.2. We received handover of the new modular build and our Intensive Care Unit (ICU) have 
moved into the new Ward 25 in July, which is the first move as part of our Decant 
Programme shared with the Board. This is a complex programme and until we begin work 
on the decanted areas, we are not clear exactly how long the failsafe and refurbishment 
works will take. It is clear that we need to complete this as quickly as possible. During this 
period, we have also commissioned a second modular build as well as beginning to install a 
mobile endoscopy unit with the capital funding we have received for 2022/2023.  Board 
colleagues need to be aware that the decant and remedial works programme has the 
potential to impact on our ability to deliver the increased levels of activity set out in the 
Annual Plan, and therefore our overall financial position. We need to maintain close scrutiny 
of this as the work progresses. 

 
3.3. We are continuing to engage stakeholders at a local, regional and national level of the risks 

presented by the Trust estate. We have recently been invited to be part of a specific cohort 
for RAAC Trusts by the National Hospitals Programme Team and our Project Sponsor, 
David Low, is due to visit sometime in the autumn. 

 
3.4. During August we received a visit from the North East and Yorkshire Capital Delivery 

Oversight Group regarding our Estate. This provided us with a good opportunity to bring the 
regional team up to speed with the impact RAAC is having on service delivery, service users 
and colleagues here in Airedale; and for them to be able to directly observe how the 
structural deficiencies are being managed as well as seeing the layout of the site to 
understand the proposals we are developing in relation to a new hospital alongside the 
current modular build developments. This stakeholder engagement is important as the 
decision around funding for further new hospitals is awaited.  

 
3.5. Work has taken place on an exciting refurbishment of the Haematology and Oncology Day 

Unit at the Airedale Hospital site. The £175k upgrade will be unveiled at the end of 
September.  It is being funded by the Airedale Hospital and Community Charity, thanks to 
generous donations from the local community and patients. The refurbishment will transform 
an underused room into a new additional treatment room and give all the treatment rooms 
upgraded technology, ready for electronic patient records, to make communication easier 
with the community teams and GP’s. The rooms will feel calming and bright, and the biggest 
impact will be in the patient lounge with all the 12 new treatment chairs having new bespoke 
equipment to ensure patients are as comfortable as possible when having their 
chemotherapy.  The chairs have a full reclining feature which means staff can immediately 
and safely manage patients in a laid down position if anyone becomes unwell. 



 

  

 

 
 

3.6. Airedale is continuing with our early stages of preparation to upgrade our Electronic Patient 
Record (EPR) system. This programme will give all staff at the Trust the ability to collaborate 
more effectively and provide access to more advanced digital tools to support their care of 
patients. As part of this process, we’ve asked potential suppliers of new systems to 
demonstrate what capabilities their EPR could offer the Trust.  
 

3.7. The 2 hour urgent community response is one of a range of new initiatives we have 
implemented which aims to help keep people well at home and reduce pressure on hospital 
services. The Collaborative Care team is available 24 hours a day, 7 days a week and is 
made up of a range of healthcare professionals: community nurses, advanced clinical 
practitioners, urgent community response practitioners, health care support workers, 
physiotherapists, occupational therapists and mental health workers – all focussing on the 
keeping the patient well and at home and avoiding the need for an admission to hospital. 

 
The team can assess any patient over the age of 18 within two hours of receiving a referral 
from a GP, community matron, district nurses or ambulance service or from the Trust’s own 
Emergency Department or Acute Assessment Unit.  Referrals are made to the team if the 
patient is safe enough to be at home but needs some extra support. Common conditions 
that can be seen by the 2 hour response service include long term conditions where the 
patient has become acutely ill, falls with no sign of injury, reduced function, mobility or 
confusion, palliative care support or an urgent need for equipment. 
 

 



 

  

3.8. Across West Yorkshire and Harrogate, work on the development for Community Diagnostic 
Centres have been progressing at pace towards an initial September submission 
requirement. The three places in West Yorkshire have approached this on a similar hub and 
spoke set of arrangements, with proposals for Bradford District and Craven including 
a hub at Eccleshill and two further spokes located in Bradford and Keighley, with the 
intention to locate these within new developments if possible. 
 
The introduction of Community Diagnostic Centres in West Yorkshire presents many 
opportunities for both those who work in them and those who use their services and some of 
the current work involves staff engagement. The development of workforce plans supporting 
these CDC plans remains a key area for development. 
 

4. Partnership 
4.1. From Friday 1st July 2022, the West Yorkshire Health and Care Partnership (WYHCP) 

includes a new statutory organisation within it called the NHS West Yorkshire Integrated 
Care Board (ICB). The new Board is part of new legislation set out in the Health and Care 
Act 2022, which focuses on improving outcomes for people by addressing health 
inequalities, the difference in care received and effective use of budgets across the area. 
 
The Integrated Care Board has a broad scope and picks up the functions of clinical 
commissioning groups (CCGs). It is also leading on some functions that previously sat in 
NHS England, Health Education England and elsewhere. This brings greater coherence and 
resources to local partnerships and provides an opportunity to build on the successful work 
of WYHCP. The ICB has now appointed a number of Executive and Non-Executive posts, 
as well as agreeing each of the Place Leads. 
 

4.2. Across our Bradford District and Craven partnership, work has continued on developing our 
priorities through the Place Leadership Executive (PLE). There are five specific priority 
areas agreed including; 

• Children and Young People 
• Workforce Development 
• Mental Health, Learning Disability and Neuro-Diversity 
• Access To Care 
• Resilient Communities 

 
As Senior Responsible Officer, I have been asked to provide leadership to the Workforce 
Development and Resilient Communities priorities locally and in addition, have also agreed 
to be the Planned Care SRO across the West Yorkshire ICB. 
 

4.3. Providing important information to our communities is pivotal to underpinning the work of 
these partnerships. During this period the West Yorkshire Health and Care Partnership 
(WYHCP) has launched a new website that provides consistent, accurate and trustworthy 
healthcare advice to parents, carers, young people, and professionals. 
 



 

  

West Yorkshire Healthier Together is a free website developed by local healthcare 
professionals to help parents and carers keep their children safe and healthy. It has a wide 
range of information and is available by visiting www.wyhealthiertogether.nhs.uk 
 
The WYHCP has ensured the online advice compliments local advice given across health 
and care services.  Information has been reviewed by local paediatricians, GPs, community 
pharmacists, health visitors and other professionals across the region to ensure it is the 
most current, and up to date information available. 
 

4.4. Provider collaboration is a core component of the new system arrangements and this is 
currently continuing to focus on the next phase of areas for prioritisation. To progress this 
work, a meeting of WYAAT (West Yorkshire Association of Acute Trusts) Executive teams is 
planned for early September and I shall provide more detail on the output from this in my 
next report. 
 

4.5. As part of our Bradford District and Craven Partnership, an Act as One Festival ran to 
celebrate the work of the Bradford District and Craven Health and Care Partnership from 
Monday 27th June until Friday 8th July. I’m proud of the pivotal role so many of our 
colleagues play in leading and taking forward improvements in services and care through 
the established programmes for this. 

 

 
 

4.6. The Care Quality Commission carried out a series of coordinated inspections of West 
Yorkshire Urgent and Emergency Care Services between March and May 2022, across our 
West Yorkshire Health and Care Partnership, the reports from which have started to be 
published. As with all such inspections, and recognising the significant demands being faced 
by urgent and emergency care teams during this period, there were areas of good practice 
highlighted as well as some considerations for areas of improvement.  
 
 
 
 

http://www.wyhealthiertogether.nhs.uk/
http://www.wyhealthiertogether.nhs.uk/


 

  

5. Population 
5.1. Since my report in May, the UK political landscape has had a number of significant 

developments that will require us to assess the impact for our future direction when a new 
Prime Minister, and potentially other Government department leads, change from 
September. Through our forthcoming Executive and Board Strategy Days, we will need to 
consider what the changes in leadership and policy direction mean for our current and future 
leadership of the Trust as an integrated provider of acute and community services, as a 
partner in our local Bradford District and Craven place and wider West Yorkshire health and 
care system.  
 

5.2. The war in Ukraine continues having widespread international impact, felt by all in our local 
communities. We continue to support any of our colleagues personally affected by the 
impact of the war and those who are doing their bit to help families from and in the Ukraine.  
 

5.3. As the cost of living continues to be a significant matter, we are increasingly working on 
supporting colleagues who may be facing some form of financial hardship, offering support 
linked to the Cabinet Office ‘Help for Households’ campaign that covers 41 different 
government schemes available to help with the cost of living, including new one-off 
payments as well as existing benefits and schemes. These schemes have now been 
brought onto one Cost of Living Support website for people to access. The difference in 
Index of Multiple Deprivation levels between the communities we serve, continues to 
highlight the need for us to consider the impact of inequalities on how, when and for what 
people access our services. We are working with partners across our Place to understand 
how we can best address this through supporting specific actions to reduce gaps identified. 
 

5.4. An area of significant concern for everyone, whether at home or work, is the rising cost of 
energy. Currently health care organisations are required to source their own energy supply 
and agree the most appropriate price mechanisms. Following the recent increases in caps, 
we are currently reviewing the supply of our energy and considering future options around 
pricing to ensure as an organisation we are protected as much as possible in the short to 
medium term. The Executive team shall be working through options with colleagues from 
AGHS in the weeks ahead for this. We are also considering how these rises are impacting 
on colleagues who continue to remain working from home, following some of the working 
arrangements that were established during the initial stages of the Covid pandemic. 
 

5.5. During July, the Trust saw a significant increase for patients requiring admission who have 
Covid rising to a peak at just below 80 around the 15th July. For the vast majority of Covid 
positive patients in the bed base, Covid was the secondary reason for their admission to 
hospital. Since mid-July we have seen these numbers significantly reduce again to around 
20 patients at the time of writing. We have also experienced a continued high demand for 
our non-Covid urgent and emergency care activity which, together with a higher level of staff 
absence, has created notable pressure points in month. The flow of patients in to and out of 
our hospital has been challenging, but we have continued to focus on acuity and time that 
patients wait to be triaged to release ambulance crews as quickly as possible recognising 
the pressures on the ambulance service and the impact this has on the NHS overall. 



 

  

 

5.6. Despite these pressures, we have pleasingly managed to maintain a large proportion of our 
planned care provision work as we look to continue to reduce waiting times. We should 
recognise that this has led to us achieving the initial material access requirement in Planning 
Guidance of there being no patients waiting over 104 weeks for treatment by 30th June and 
pleasingly this has also been sustained into July. I would like to extend our thanks on behalf 
of the Board, to all of the teams who have worked tirelessly on both urgent, emergency and 
planned care to achieve these outcomes for patients. 
 

5.7. A number of areas in our Integrated Board Report are showing consistent, stable or 
improving levels of performance. There do however remain a number of challenges, in 
particular around supporting delivery of our financial plan, some of which require a medium 
to longer term approach around recovery. The month 4 position is a deficit of £2.1m, £2.1m 
worse than the plan. This position is due to the waste reduction target not being achieved in 
full. The Waste Reduction Programme (WRP) achievement is £3.6m at the end of July, 
£0.6m worse than plan. After two years of financial stability, as a Board we need to have 
robust scrutiny of the delivery of our financial plan over the coming months. It will be a 
challenge and one that we have not experienced in recent times. 

 

5.8. Our Annual Plan for 2022/2023 remains as originally submitted following a review of 
progress as at June. This sits alongside our Five-Year Strategy published at the beginning 
of 2020. A detailed review of progress in the first year was completed in Summer 2021 and 
whilst unsurprisingly the first full year showed some impact due to the pandemic, it also 
showed a significant level of progress was seen for a number of the aspirations that were 
set out in the Strategy. We have just completed a review of the second year and continue to 
see pleasing progress as Board colleagues shall note from the supporting paper to be 
presented. This continues to emphasise that the five Strategic Aims (5P’s) remain the areas 
for us to be focussed on in the period ahead. 

 
 



 

  

5.9. In 2021, the Prime Minister announced that there would be a formal Public Inquiry into the 
handling of the Covid 19 pandemic. It will be investigating how the pandemic struck all four 
home nations and how the UK Government, Devolved Administrations, local government, 
and many other parts of the state responded, across almost the entire range of their 
decision-making and public functions. This is a huge undertaking, and the government has 
now published the final terms of reference that follows a full and extensive public 
consultation process led by the inquiry’s independent Chair, Baroness Hallett, and 
engagement with the devolved administrations. The terms of reference cover: 
• Preparedness 
• The public health response 
• The response in the health and care sector 
• Our economic response 
 
The Inquiry will play a key role in learning the lessons from the pandemic and informing the 
government’s preparations for the future. Reports will be shared on a module basis during 
the review. As a result, all NHS organisations have been asked to consider how they will 
prepare to respond to the inquiry. The Trust is in a good place in relation to this given the 
way in which command and control arrangements, decision making, and guidance has been 
stored, and the fact that these were tested by the Chief Nurse and through an internal audit 
review. We will keep Board colleagues appraised as the Inquiry is launched and progresses. 
  

Recommendations  
The Board is requested to receive this paper as assurance and progress against both the local and 
national agenda, and as an update against leadership responsibilities within the CEO portfolio. 



 

  

 

Date of Meeting: Wednesday 7 September 2022 

Meeting:  Public Board of Directors 

Title of report:  Company Secretary’s Report  

Author: Keith Haynes, Interim Director of Corporate Affairs and Stella Jackson, Head 
of Corporate Governance 

Previous Forums: None 

Purpose of the Report 

This report provides an update to the Board on the key aspects of governance and internal control in 
the Trust. 

Key Points to Note  
  
The risk appetite statement will build on good practice elsewhere. 
 
A number of sets of terms of reference have been reviewed or developed and require review and 
approval by the Board. 
 
The work programme was updated following the last Board meeting and the latest version is attached. 

EQIA – Equality Impact Assessment  

As part of the assessment of each risk on the BAF, colleagues are asked to consider the impact on 
equality across all protected characteristics. 

Fit with strategic objective 
Population Patients People Partnership Progressive 

   X X 

Recommendation  
That Trust Board:  
 

· Notes the Risk Appetite Statement Annual Review update; 
· Approves the proposed change to the Airedale Hospital and Community Charity terms of 

reference (Appendix 1); 
· Notes the update regarding the RAAC Executive Assurance Group terms of reference; and 
· Notes the work programme (Appendix 2). 



 

  

Group Company Secretary’s Report 
This report provides an update to the Board on the key aspects of governance and internal control in 
the Trust. 
1.   Risk Appetite Statement Annual Review Update 

 
As colleagues will be aware, towards the end of last year a piece of work was started to define our 
risk appetite against several categories and it was intended to bring an update to this meeting. This 
wasn't completed before the Director of Corporate Affairs left the organisation. but was on the list of 
projects to be completed on the agreed additional days with the Trust.  However, at a recent 
meeting of the WYAAT Chief Executives, learning on risk appetite was shared by Leeds Teaching 
Hospitals Trust and the Trust is keen to explore this work and the approach taken. To date the 
Director of Strategy, Planning and Partnerships, together with the interim Director of Corporate 
Affairs, have met with those involved in the design and implementation of the approach taken at 
Leeds Teaching Hospitals Trust. Following further consideration of the relevance of the approach to 
the Trust, the intention is to have further discussion with the Trust Board with a view to agreeing its 
approach to the development of its risk appetite. 
 

2.  Airedale Hospital and Community Charity Terms of Reference 

During the pandemic, Charity Commission rules on the conduct of meetings were amended to 
enable meetings to be held virtually.  This amendment was subsequently removed and in order for 
the Airedale Hospital and Community Charity to continue to hold virtual meetings, an amendment 
was required to the terms of reference.   Paragraph 5.2 of the terms of reference (attached at 
Appendix 1) was updated accordingly and agreed by the Committee at its meeting on 14 July 2022. 
 

3.  RAAC Executive Assurance Group Terms of Reference Annual Review 

 
At April Board, it was agreed that the RAAC Executive Assurance Group Terms of Reference 
should be reviewed once the place based arrangements had been established to reflect any 
potential reporting differences.  The RAAC Executive Assurance Group discussed and agreed that 
the new arrangements have no impact on the Group as it is an internal Group which reports to the 
Executive Director’s Group and Trust Board. The Group’s terms of reference clearly describe its 
duties to escalate risks and issues which will then be communicated to the Integrated Care 
Board/Place by Trust Board via the new governance routes. Informal stakeholder engagement and 
communications routes regarding RAAC will be maintained. The Group is also responsible for 
overseeing the Securing the Future programme which coordinates responses to NHS England in 
line with arrangements set out by the NHSE RAAC Programme Board and in the Memorandum of 
Understanding (RAAC funding).   
 

4.  Work Programme 

     The work programme for 2022 is attached at Appendix 2. 
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Airedale Hospital and Community Charitable Funds Committee 
 

TERMS OF REFERENCE 
1. Constitution 

1.1. The Airedale NHS Foundation Trust (“Trust”) Board of Directors’ Charitable Funds Committee 
(“Committee”) is formally constituted under paragraph 6.1 of Standing Orders for the Practice 
and Procedure of the Board of Directors. 
 

2. Delegated Powers 
2.1. The Trust Board, acting on behalf of the Trust as Corporate Trustee of the Charity that is 

registered with the Charity Commission as “Airedale Hospital and Community Charity” 
(number 1050730) (“Charity”) has, in accordance with section 11 of the Trustee Act 2000, 
delegated powers to be exercised by the Committee. 
 

2.2. The role of the Committee is to advise the Trust, as Corporate Trustee, on the management 
of the Charity’s affairs and to oversee the day-to-day management of the funds of the Charity. 

 
3. Duties 

The Board has delegated the following duties to the Committee: 
 
3.1. Keeping the Corporate Trustee, through the Trust Board, fully informed of the activities and 

performance of the charity and the risks it faces; 
 

3.2. Reviewing the performance of the charity investment portfolio and ensuring compliance with 
the approved investment policy; 
 

3.3. Approving items of expenditure which in line with the delegated limits, which are 
 

£0 - £1,000 Individual Fund Managers 
£1,001 - £7,500 Director of Corporate Affairs; Finance Director; or Chief Executive 
£7,501 - £49,999 Charitable Funds Committee 
£50,000 +  Board of Directors acting as Corporate Trustee 

 
3.4. Ensuring that best practice is followed in the conduct of the charity’s business and that all 

legal and policy requirements are fulfilled; 
 

3.5. Providing guidance and direction to the Corporate Trustee and charitable fund managers 
where necessary;  

 
3.6. Receive regular reports: 

3.6.1. On the income and expenditure of the Charitable Trust and the balances of the funds 
held; 

3.6.2. On how the funds have been spent and that it is in accordance with the governing 
documents and specific requirement set out by the Committee; 

3.6.3. Any audit reports relating to the management of the charitable funds. 
 

3.7. Produce year end accounts and annual report as at 31 March. 
 
4. Membership 

4.1. The Committee will be chaired by a non-executive director, appointed by the Board. 
 
4.2. In addition to the Committee Chair, the Committee members shall consist of: 

· One or more Non-Executive Directors, one of whom may be the Trust Chair  
· One or more Executive Directors as determined by the Trust Board 
· Governor Representative 
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· Staff Representative  
   

The Governor Representative will be determined by the receipt of nominations and, as 
necessary, a vote of the Council of Governors. 
 

4.3. The following officers to be in attendance: 
· Assistant Director of Finance 
· Capital and Charity Accountant 
· Director of Corporate Affairs  
· Fundraising Manager 
· Minute-taker. 
 

5. Meetings 
5.1. Before each meeting of the Charity, a notice of the meeting, specifying the business proposed 

to be transacted at it, shall be delivered to every member of the Committee, or sent 
electronically or by post to the agreed address of such member, so as to be available at least 
three clear days before the meeting.   
 

5.2. Any member of the Committee who is not able to be present in person may participate in a 
Charity meeting by means of conference telephone or any other electronic means, which 
allows all persons participating in the meeting to hear each other.  A member of the Committee 
so participating shall be deemed to be present in person at such meeting and shall be entitled 
to vote and counted in the quorum.     

 
6. Quorum 

The quorum at least one Non-Executive, at least one Executive, and one other Committee 
member. The Chair will not count towards the quorum. 

 
7. Voting 

Decisions of the meeting will require to be approved by a majority of members (see Section 4). 
The Chair, or the member who is chairing the meeting in the Chair’s absence, will have a second 
or casting vote in the event of a tied vote.   

 
8. Frequency of Committee Meetings  

The Committee will meet a minimum of four times a year  
 
9. Subcommittees  

The Charitable Funds Committee will have the power to establish sub-committees / task and finish 
groups to enable it to deliver its objectives. 

 
10. Accountability and Reporting Arrangements 

10.1. The Committee Chair will be accountable for reporting to the Trust Board and ensuring that 
the Committee delivers its objectives and its responsibilities for assurance. 
 

10.2. The Committee Chair will submit a report on an annual basis on behalf of the Committee to 
the Trust Board which demonstrates the Committee’s compliance for the year with the 
objectives set out within its terms of reference and any subsequent objectives. 

 
10.3. Following every meeting of the Committee, the Committee Chair will provide an Escalation 

Report for review by the Trust Board outlining any activities, findings, risks or other such 
issues of note which require disclosure, executive or Trust Board review and/or action by the 
Trust executive(s) and/or Trust Board.   
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11. Other Matters 
The Committee shall be supported by the Head of Corporate Governance (or their nominee), who 
will: 
 
· Agree the agenda with the Chair and attendees and collate the papers. 
· Take minutes and keep a record of matters arising and issues to be carried forward. 

 
The Committee will undertake a review of these Terms of Reference annually. 

 
 
July 2022 
 
 



BOARD FORWARD PLAN 

PUBLIC BOARD MEETINGS: JANUARY 2022 – DECEMBER 2022 
 

Date of meeting 2 February 6 April 
May 

(Annual 
Report TBC) 

26 May 7 September 2 November 

Date final submission of reports 26/01/22 30/3/22  19/5/22 31/8/22 26/10/22 
Standing Items 
Introductions and apologies a a a a a a 
Declarations of interest a a a a a a 
Minutes of previous meeting a a a a a a 
Matters arising and action log       
Patient Story a a  a a a 
Chair’s Report a a  a a a 
Chief Executive’s Report a a  a a a 
Company Secretary’s Report (see governance reports) a a  a a a 
Committee Reports (Finance, Performance and Digital; Quality and 
Safety; People; Audit and Risk; Charitable Funds; Sustainability) a a  a a a 
Integrated Board Report (including: operational performance; quality and 
safety; people; finance) a a  a a a 
Communication messages for colleagues and key partners a a a a a a 
Review of meeting a a a a a a 

Regular reports 
Annual Plan Update a Final Draft 

Plan     
Nursing Safe Staffing Report (Six monthly)     a  a 
Midwifery Staffing Report (Six monthly)    a  a 

NED Maternity Champion Report    a a a a a a 

Maternity Improvement Update (including CNST and Perinatal Mortality), 
(Note: Ockenden and Continuity of Carer Improvement Plans to be forwarded 
to April, June and September Board in 2022 and February, June and 
September Board in 2023)   

 a a a a a 

Governance items 
Review of SOs / SFIs / Scheme of Delegation  a a    
Review of Constitution  a     
Annual Committee Reports    a   

Review of Committee terms of reference    a 
Sustainability 

Committee 
 

RAAC 

 



BOARD FORWARD PLAN 

Executive 
Assurance 

Group Terms 
of Reference 

(to reflect 
place based 
changes – 

referred to at 
April Board 

Review of Board of Directors terms of reference  a     
Board effectiveness review findings report and actions    a   
Annual review of NED roles  a   a  
Board forward plan a a a a a a 
Review register of interests  a     
Self-certification compliance with licence conditions G6 and CoS7 and FT4    a   
Use of Trust Seal    a   
Board Assurance Framework  a   a a a 
High Level Risks report a   a a a 
Review of progress against Strategy 
- Trust Strategy 
- People Strategy 
- Clinical Strategy 
- Quality Strategy 
- Estates Strategy 
- Green Plan 
- Digital Strategy 

   a   

Strategic Partnering Agreement sign off (awaited from Vicki Wallace) a a  a   
Annual Items  
Annual Report and Accounts including Annual Governance Statement   a    
Annual Plan a a     
Airedale Hospital and Community Charity Annual Report (April from 2023) a      
Data Protection Officer Report    a   
Emergency Planning, Resilience and Response (EPRR) Report    a   
Health and Safety Report (April from 2023) a   a   
Equality Report (incl WRES / DES / PSED / Gender Pay Gap) – to come as 
part of People Committee Chair report     a  

Freedom to Speak Up Annual Report (Kate Bell to be invited)    a   
Quality Account   a  a  
Staff Survey Report  a     
Director of Infection Prevention and Control Annual Report    a   



BOARD FORWARD PLAN 

Safeguarding Report – Adults and Children    a a  
Guardian of Safe working Annual Report – Sam Roberts to be invited  
(NB quarterly reports go to People Committee)      a 

Medical Revalidation Responsible Officer Report – Meg Crossley to be invited     a  
Winter plan      a 
Risk Appetite Statement annual review  a   a a 
Annual Reports 

· Freedom to Speak Up 
· Director of Infection, Prevention and Control Annual Report; 
· Safeguarding Report – Adults and Children; 
· Health and Safety; 
· Data Protection Officer Report; and 
· Emergency Planning, Resilience and Response (EPRR) Report 

      

System Reports  
Sustainability Adaptation Plan for Bradford (timing tbc)      a 

 
 



BOARD FORWARD PLAN 

PRIVATE BOARD MEETINGS: JANUARY 2022 – DECEMBER 2022 
 

Date of meeting 2 February 6 April 26 May 7 September 2 November 
Date final submission of reports 26/01/22 30/3/22 19/5/22 31/8/22 26/10/22 
Standing items 
Introductions and apologies a a a a a 
Declarations of interest a a a a a 
Minutes of previous meeting, matters arising and action log a a a a a 
Board strategy meeting minutes, matters arising and action log a a a a a 
Chief Executive’s report (to include WYAAT update and Committee in 
Common minutes; ICS partnership board update; ICP board update) a a a a a 

Securing the future update report a a a a a 
Confidential workforce matters report a a a a a 
Subsidiary reports 
Immedicare Chair report a  a a  
Pathology JV MD report  a  a a 
AGH Solutions MD report a  a a  
Immedicare Annual Accounts a    a 
AGH Solutions Annual Accounts a     
Other items 
Strategic Partnering Agreement  a a  a 
Non Surgical Oncology Business Case (from WYAAT)   a   
EPR   a a a 

 



 

  

Date of Meeting: Wednesday 7th September 2022  

Meeting:  Public Trust Board of Directors 

Title of report:  Securing the Future Report 

Presenter: Stuart Shaw, Director of Strategy, Planning and Partnerships 

Author: Francesca Hewitt - Senior Programme Manager  

Previous Forums: RAAC Executive Assurance Group Meeting  

Purpose of the Report 

The purpose of this report is to provide an update to the Board on the identification and management of reinforced autoclaved aerated 
concrete (RAAC) panels at Airedale General Hospital.  

Key Points to Note  
• The modular ICU and decant facility was handed over to AGH Solutions on behalf of the Trust in July. The building was completed in 

less than half the time of a traditional construction to address the urgent challenges posed by RAAC and is the first construction of its 
kind on the Airedale site. A period of snagging was undertaken in August with a three month “defect period” commencing in September 
to identify any final works required under the current turn-key contract.  
 

• The ICU successfully relocated to the modular building on 27 July, which was slightly delayed due to final completion of snagging on 
the building. A period of three weeks was included to allow for post-move debrief and identification of any issues.  

 
• Work to establish governance around the decant programme has progressed well with an overarching strategic group in place along 

with delivery groups for each of the wards scheduled to move in September/October. All groups have Terms of Reference and financial 
governance arrangements are in place to align with the Terms for the RAAC Executive Assurance Group.  

 
• Data for the period 1 May – 31 July suggests that 623 planks have developed new defects or seen deterioration of worsening defects 

within this time. This equates to 3.4% of all load-bearing RAAC planks with cracking being the predominant type of defect seen during 
this period. The Trust recognises that the accurate measurement of deterioration in this scenario is very difficult to conduct and has 
sought further advice from NHS England and the peer hospitals in the RAAC programme.   

 
• The condition of the 34 intermediate beams identified as being inadequate in design have been monitored extensively under the 

guidance of structural engineers. After reviewing five weeks of weekly inspection data, structural engineers have advised that the 
monitoring frequency can be reduced to monthly. Work is planned to structurally support one beam on ward 13 to remove props and 
recommission the utility room – the ward has a temporary utility room established in its day room. Beams in five other locations have 
also been supported with propping.  

 
• An incident occurred at the end of July which has led to the closure of a stairwell near to the Dales Suite. The stairwell will remain 

closed until a full engineering solution can be installed to support the RAAC planks surrounding a skylight, which appear to have 
deflected and led to water ingress. On the advice of structural engineers, temporary scaffolding has been erected and further 
investigation has been undertaken into skylights in stairwells, in other parts of the building.  
 

• The Trust has been invited to join an exercise being led by the New Hospital Programme to further scope the outline cases for the 
“RAAC 5 hospitals”. This project will support more detailed discussions on the proposals submitted through the Expression of Interest 
process but it should be noted that no announcement has yet been made on whether Airedale NHS Foundation Trust or the other 
RAAC 5 hospitals have secured a place on the New Hospital Programme. The Trust understands that there is no timeframe for this 
decision to be announced and will provide further updates to the Board as soon as they are received.  

EQIA – Equality Impact Assessment  
• The deterioration of RAAC panels at Airedale General Hospital will impact on all staff, patients and visitors. Whilst every effort is being 

made to mitigate issues arising from the RAAC, some areas have already been closed temporarily and works have had to be undertaken 
in “live” clinical environments including the labour ward.  

 
• RAAC is endemic within the building. A panel collapse in one area could significantly affect the ability to deliver care across a wide range 

of hospital wards and departments. It is considered that a RAAC panel collapse could cause injury or risk to life. 

Fit with strategic objective 
Population Patients People Partnership Progressive 

X     
Recommendation  
The Trust Board of Directors is asked to note the updates in this paper and next steps identified.  



 

  

Securing the Future Report 
 
Public Board of Directors – Wednesday 7 September 2022 
 
1. About Securing the Future 
1.1 Securing the Future is the name of the programme to urgently address significant structural issues at Airedale General Hospital caused by the 
deterioration of reinforced aerated autoclaved concrete (RAAC) whilst seeking a long-term solution to replace the building with a futureproof, carbon-
neutral and digitally-enabled hospital. 
 
1.2 It should be noted that the work undertaken in relation to RAAC happens at pace and whilst this report is accurate at the time of publication, 
further verbal updates may be provided at the Trust Board meeting.  
 
2. Introduction  
2.1 This paper aims to update on the workstreams directly associated with the management of reinforced aerated autoclaved concrete (RAAC) at 
Airedale General Hospital. The workstreams are: 

• RAAC identification and monitoring  
• Work to structurally support the RAAC within the hospital  
• Construction of modular buildings  
• Delivery of a ward decant and remedial works programme for 2022/2023 
• Progress towards a new hospital for Airedale 

 
2.2 Progress against these workstreams is monitored by the RAAC Executive Assurance Group, which is chaired by the Chief Executive and 
attended by the Chief Operating Officer, Executive Director of Finance, and Director of Strategy, Planning and Partnerships. Once appointed, the new 
Director of Corporate Affairs will join the Group. AGH Solutions Ltd reports to this Group via their Managing Director and Commercial and Finance 
Director.  
 
2.3 A Decant Group established in June reports to the RAAC Executive Assurance Group and oversees the planning and mobilisation of the Decant 
Programme. This group also oversees the delivery of interlinked workstreams including the operational planning of non-decant works and the 
operational/clinical contribution to the planning of modular buildings.  
 
2.4 Delivery groups have been established for wards 8, 19 and 13 in line with the agreed strategy to undertake structural work in wards 8 and 16 
simultaneously, and ward 19 to tackle a multitude of structural issues.  
 
2.5 A RAAC strategy and planning workshop has been organised for mid-September to review the current year’s progress and define the work 
programme for 23/24. The strategy will be refreshed with the latest advice and recommendations from structural engineers prior to being approved at 
RAAC Executive Assurance Group. The revised strategy and forward programme will be presented at the RAAC Executive Assurance Group in 
September for approval.  
 
2.6 The governance processes in place for the RAAC Executive Assurance Group were approved on 23 March 2022 and shared with the Trust Board 
on 6 April 2022. The Terms of Reference were reviewed and approved on 23 March, again on 15 June 2022 and discussed again on 24 August in 
light of new ICB/Place arrangements. The RAAC Executive Assurance Group was satisfied that no further amendments were needed to the Terms as 
a result of these changes. The Terms of Reference can be found in Appendix A.  
 
2.7 Under the arrangements agreed within the governance approach, scrutiny of the Group’s work is provided through the following: 

• The public Securing the Future Board report;  
• Additional detailed updates as required in the Private Board;  
• Strategic and planning discussions through the Board Strategy sessions; 
• A RAAC Executive Group Chair’s Report submitted after each meeting to the Executive Directors Group (EDG);  
• Financial reporting to Capital Investment Group; 
• Reporting as required to the Audit and Risk Committee, Quality and Safety Committee and People Committee.  

 
There was a discussion on the review of existing risks and development and alignment of risks at the July meeting of the Risk and Compliance 
meeting where it was agreed that more work would be undertaken to review these risks in line with the Trust’s risk approach. This work is underway 
and due to be considered at the November Risk and Compliance meeting.   
 
In addition, during Quarter 3 the Securing the Future Programme intends to commission an independent As Low As Reasonably Practicable (ALARP) 
assessment to ensure that the risks have been clearly defined and mitigations are timely and appropriate.  
 
A new Health and Safety Manager joined the organisation in March and has subsequently begun working with AGH Solutions Ltd to understand the 
H&S impact and mitigations relating to the RAAC management programme. An update was included in the Health and Safety Annual Report which 
was taken to the Quality and Safety Committee in July.     
 
 
 
 



 

  

3. Background / Context  
3.1 The latest RAAC inspection data shows that 30.16% of load-bearing RAAC planks have at least one defect (5402 planks). This is an increase of 
2% since the last report. Of these, 500 planks are severely defective (categorised as “Priority 1” on the Trust’s prioritisation tool) of which 81.4% have 
been supported – an increase from 75%. AGH Solutions is working with structural engineers Curtins to plan structural solutions for the remaining 93 
planks.  
 
3.2 In addition, Curtins Ltd has been monitoring the condition of 34 intermediate structural beams with a view to advising on any structural work 
required to support these if their condition changes. After reviewing five weeks of weekly inspection data, the engineers advised that the inspection 
frequency could be reduced to monthly and they continue to monitor the data on this basis. Structural beams in the Level 2 lift lobby, Ward 13 utility 
room, Ward 10 nurses’ station and the linen store, Ward 12 office and Ward 14 utility room have been acrow-propped with a view to planning the 
installation of steel beams where advised by the engineers.  
 
3.3 In July, a report was received from Sweco Ltd which confirmed that the RAAC floors – present only in Airedale General Hospital – are in relatively 
good condition and no additional action is required at this stage to structurally support the floors. The report has been shared with Curtins Ltd and 
incorporated into the planning of current and future RAAC works.  
 
3.4 In line with the SCOSS report published in March 2021, the work plan for the decant programme was agreed between AGH Solutions and Curtins 
Ltd. It focuses on addressing the highest risk factors by addressing the end bearings on which the RAAC panels sit, structurally supporting highly 
defective panels, adding structural trim around cut or penetrated panels and supporting any parts of the ordinary weight concrete frame that are 
showing signs of deterioration (or may be at risk as identified through trends in other areas).  
 
4. Current position 
4.1 The construction of a modular facility housing a new ICU and a 30-bedded decant ward was completed in July 2022. The permanent move of ICU 
to the new modular facility was completed w/e 31 July 2022 with one patient transferred from the former ICU on Ward 16 to the new facility during that 
week. The move went very well and after a two week “bedding in” period, the ICU decant project was officially closed down via a final report to the 
Decant Group. A further sharing learning session is planned to ensure that best practice is adopted into a new standardised decant process which the 
Trust is currently developing to aid future decant projects.  
 
4.2 Project delivery plans are in place to manage the decant of Ward 8 (endoscopy), Ward 13 (respiratory) and Ward 19 (currently “surge” capacity). 
Each delivery group meets weekly to plan and mobilise the relocation of services. Preliminary dates have been agreed to stagger the moves across a 
six-week period starting with Ward 19 in early September. This will reduce the operational impact of the moves and ensure the highest standards of 
quality and safety can be maintained.  
 
4.3 The Haematology and Oncology Day Unit (HODU) is currently occupying Ward 19 whilst refurbishment work is undertaken in their department. 
This work is due to complete and once vacated, the remaining equipment will be removed from Ward 19 to enable engineering works to commence. 
One consultant’s office will be re-provided elsewhere whilst this work is underway.    
 
4.4 Ward 13 will relocate to the new decant ward, co-located with ICU. The delivery team has undertaken a number of assessments to confirm 
equipment and other requirements to facilitate the move and progress is being made to plan the transfer of patients.  
 
4.5 Progress is being made on the temporary relocation of the Endoscopy service from Ward 8. A modular facility supplied by Vanguard has been 
erected in the car park adjacent to the Labour Ward. This specialist facility will be used to provide day case procedures whilst inpatient/urgent care is 
provided from the new theatre building’s procedure suite. Work is ongoing to finalise arrangements including the temporary relocation of 
administrative services and storage of specialist equipment from Ward 8.  
 
4.6 Robertsons Ltd has been appointed as the primary contractor to deliver the ward engineering and refurbishment works as part of the decant 
programme. The company has prior experience working with RAAC-affected hospitals. Robertsons will work with AGH Solutions and structural 
engineers from Curtins Ltd to implement the RAAC “failsafe” works that will provide structural support to the RAAC planks, and the structural 
intermediate beams (where present) and corbels as advised by Curtins.  
 
4.7 Due to the impact of noise and vibration from the works, the work will be undertaken in “vertical pairs” with Wards 8 and 16 being tackled 
consecutively. Ward 19 is a standalone ward in that there is nothing above or below and so this work will commence once the engineers have 
completed the structural designs and the ward has been fully vacated and emptied. The projected delivery dates for the estates work on wards 8, 16 
and 19 is early Spring 2023 and a contingency period will be built into the plan to allow for any slippage as a result of winter-related challenges or 
other unforeseen circumstances.   
 
4.8 The Decant Group has escalated an issue to the RAAC Executive Assurance Group, in relation to additional revenue costs that could not have 
been foreseen prior to commencement of the decant programme and cannot be covered by the RAAC (Capital) Allocation from NHS England. This 
has been escalated via the former Director of Finance and acknowledged at regional and national programme level.   
 
4.9 High priority planks have been structurally supported in other parts of the hospital including an office in the physiotherapy gym, a small number of 
planks in the diabetes centre and a corridor leading to the labour ward. At the time of writing, this latter project was still underway and due to conclude 
in early September. A further review is being undertaken with structural engineers to confirm the sequence of a number of small projects to be 
delivered throughout the remainder of 22/23 with oversight from the Decant Group and RAAC Executive Assurance Group to ensure the operational 
impact is adequately assessed, planned for and managed.  



 

  

4.10 On Sunday 24 July, an incident occurred which resulted in the closure of a stairwell near to the Dales Suite. An engineer from Curtins advised 
that the recent heatwave had caused two RAAC planks surrounding a skylight to move and the exterior waterproof coating had cracked, allowing 
rainwater ingress. The closure does not affect the Trust’s ward evacuation procedures and temporary diverts have been put in place for pedestrians. 
The stairwell will remain closed until a full engineering solution can be installed to support the RAAC planks. On the advice of structural engineers, 
temporary scaffolding has been erected and further investigation has been undertaken into skylights in stairwells, in other parts of the building.  
 
4.11 The incident was reported via the IIMARCH reporting process to NHS England and informally by letter to Rob Webster (ICB Chief Executive), 
Mel Pickup (Place Lead), Margaret Kitching and Richard Barker from NHS England’s regional team.  
 
4.12 The incident prompted a further engineer’s inspection of all skylights in stairwells across the Trust and a formal response is expected to advise 
the Trust to undertake further work to structurally support skylights in some areas.  
 
4.13 The routine inspection of load-bearing RAAC planks continues with 64% annual re-inspections now complete, which is on trajectory to achieve 
100% by March 2023.  
 
4.14 The Trust has requested advice from the national RAAC technical lead and peer hospitals in identifying systematic methods for accurately 
monitoring deterioration in RAAC planks. The current methodology used by the Trust identifies planks where existing defects have worsened between 
inspections, and where previously inspected planks develop new defects. The information is reviewed monthly and any trends identified. It is 
however, accepted that there is not enough knowledge on the lifetime behaviour of RAAC to determine the significance of month-on-month changes 
or patterns in deterioration (e.g. seasonal). Furthermore, it is acknowledged that the inspection programme continues to develop and mature, with 
structural engineers noting that the organisation’s processes are more comprehensive than ever and this may have led to the identification or 
previously undocumented defects such as hairline cracking. Further work is underway to refine this approach.  
 
4.15 In the meantime, data is being collected monthly. The latest figures suggest that during May-July, 623 load-bearing planks showed some signs 
of deterioration. This equates to 3.4% of all load-bearing planks. The deterioration is a combination of new defects emerging, and existing defects 
worsening, with cracking identified as the predominant defect to occur during this time period. AGH Solutions has referred all new instances of 
potential deterioration to structural engineers at Curtins Ltd for further advice.  
 
4.16 NHS England’s Capital Delivery Oversight Group (CDOG) approved two business cases totally £20m to support the Trust’s RAAC management 
programme in 22/23. The RAAC works programme totals approximately £12m and includes the decant programme, other urgent works as described 
in 4.9 and some work to the roof and external walls to reduce water ingress. A further £8m scheme was identified to construct a second modular 
decant facility to use as office accommodation. This scheme will enable the decant of office accommodation from 3-4 ward areas which can then be 
converted back to clinical decant wards. The purpose of this is to provide safe working environments and to increase the pace of the ward decant 
programme.  
 
4.17 AGH Solutions engaged the services of Darwin Group to support the initial scoping and design of the modular solution in line with stages 1 and 2 
of the RIBA construction process. A proposed site for the building has been identified adjacent to the diabetes centre and work is underway to confirm 
the site feasibility through engineering surveys. Colleagues from the diabetes centre and nearby mobility services have been engaged and their 
feedback incorporated into the planning and design process to minimise the impact of the build during and after construction.  
 
4.18 The short timescales for construction of this facility mean that some ground works will need to start prior to receipt of planning consent, 
presenting a small risk which was accepted by the RAAC Executive Assurance Group in July. Foluke Ajayi conducted conversations with senior 
leaders at Bradford Metropolitan District Council to explain the challenges to completion of urgent, RAAC-related construction projects with a view to 
supporting current and future planning discussions.  
 
4.19 The Trust understands that there is currently no agreed timeframe in which the announcement regarding the final eight places on the New 
Hospital Programme will be made. The Executive Team will provide further updates to the Board as soon as they are received.  
 
4.20 A summary of the decisions made by the RAAC Executive Assurance Group can be found in Appendix B.  
 
4.21 The Trust hosted a visit from NHS England’s Capital Delivery Oversight Group (CDOG) who attended to find out more about the Trust’s 
approach to managing RAAC and to discuss the longer-term plan to construct a new hospital for Airedale. 
 
5. Next steps  
5.1 The Trust has been invited to join an exercise being led by the New Hospital Programme to further scope the outline cases for the “RAAC 5 
hospitals”. This project will support more detailed discussions on the proposals submitted through the Expression of Interest process but it should be 
noted that no announcement has yet been made on whether Airedale NHS Foundation Trust or the other RAAC 5 hospitals have secured or will 
secure a place on the New Hospital Programme.  
 
5.2 As part of the Trust’s commitment to continuous learning and improvement, a series of sessions have been held with peers and partners to share 
knowledge and learning, compare strategies and identify best practice. In April, the Trust welcomed the NHS England and Improvement East of 
England Regional RAAC Team and National Strategy Lead (Infrastructure) to a learning session. This included discussions on the operational 
management of RAAC, the construction of the modular facility, and conversations on the wider emergency preparedness and strategic approach 
being taken across West Yorkshire and the East of England. Further sessions are being planned and a ‘routine’ visit from the national team is 
scheduled for later in September.  



 

  

 
5.3 The Trust has also continued engaging with the other four hospitals significantly affected by RAAC through Estates Directors’ and Chief 
Executives’ collaborations, and directly with colleagues at Airedale’s “sister” hospital, Leighton Hospital (Mid Cheshire NHS Foundation Trust) to 
share learning. The Trust continues to maintain an informal role in planning and coordinating both of these informal groups and intel is shared back 
into the Trust via the RAAC Executive Assurance Group.  
 
5.4 The latest Regional Quality and Risk Summit was held in June and more are being scheduled for October and January. A review of membership 
will be undertaken with NHS England to ensure the membership reflects the new ICB/Place arrangements.  
 
6. Conclusion  
6.1 This report serves to provide assurance to the Trust Board on the latest position regarding RAAC management. The Board is asked to note and 
receive the contents of this report.  
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RAAC EXECUTIVE ASSURANCE GROUP MEETING 

TERMS OF REFERENCE  

 

 

1. Constitution  
 
1.1. The Trust Board hereby resolves to establish a Group to be known as the Executive RAAC Assurance Group (‘the Group’).  
 
1.2    The Group will adhere to, and be cognisant of the Trust values at all times.  
 
2.  Authority  
 
2.1.  The Group is constituted to support the Trust Board (‘Board’). Its constitution and terms of reference are subject to amendment by the Trust Board.  
 
2.2.  The Group derives its power from the Trust Board and has no executive powers, other than those specifically delegated in these terms of reference.  
 
3.    Purpose 

 

3.1   The purpose of the RAAC Executive Assurance Group is to oversee the planning and delivery of the Securing the Future Programme and provide assurance 
to the Trust Board that all decisions made in relation to the planning and delivery of work related to reinforced autoclaved aerated concrete (RAAC) is 
undertaken in line with good governance, appropriate specialist advice and decision-making and with a focus on maintaining safety and the Trust’s ability to 
deliver its statutory and regulatory duties.  

 

3.2       The Group will provide assurance that RAAC strategies align with the organisation’s wider strategic priorities to ensure that the totality of risk is understood 
and the reduction of RAAC risk is prioritised.  

  

3.3    The Group will seek assurance from the Securing the Future workstream leads that key advice is being implemented from structural engineers, the Institute 
of Structural Engineers via their SCOSS reports, the national and regional RAAC groups, peer learning relationships, Solicitors, and available research. The 
group will provide assurance to the Board that the risks posed by RAAC are being managed as far as is reasonably practicable.  

 

4.      Powers  

 

4.1  The Group is authorised by the Board of Directors to investigate any activity within it terms of reference. 
 

4.2  The Group is accountable to the Board of Directors and any changes to these terms of reference must be approved by the Board of Directors. 
 
4.3  The Group is authorised to seek any information it requires from any member of staff and all members of staff are directed to co-operate with any request 

made by the Group. 
 
4.4  The Group is authorised by the Trust Board to request the attendance of individuals and authorities from outside the Trust with relevant experience and 

expertise if it considers this necessary. 
 
4.5  The Group is authorised by the Board of Directors to obtain outside legal or other specialist ad-hoc advice at the expense of the organisation, within the 

RAAC funding allocation provided by NHS England and NHS Improvement. 
 

4.6  The Group has been given delegated authority by the Board of Directors to approve all reports and actions arising from advice received. 
 
4.7  The Group has delegated authority to oversee financial arrangements relating to managing the safety of the RAAC panels, accessing emergency funding, and 

delivering a new hospital capital build if bid is successful.  
 



 

  

4.8 The Group is authorised to approve all RAAC remedial work plans and delegate responsibility for the ongoing monitoring of progress against these work 
plans to the Capital Investment Group in line with “business as usual” major/capital works projects as described in SLA004- (Design and Construction 
Capital Projects). 
 

4.9 The Group is authorized to pursue all avenues for possible funding from NHS England and NHS Improvement and the Treasury to manage the existing 
RAAC risk and to secure a new hospital for Airedale, effectively eliminating all future RAAC-related risks.  

 

 

5.  Duties and responsibilities 

 

The key duties and responsibilities shall be: 

 

• To act on behalf of the Trust Board to approve the Securing the Future programme structure, workstreams and KPIs to ensure that RAAC remedial works are 
timely, planned and coordinated to mitigation the impact on operational service delivery.  

 

• To approve and oversee the delivery of strategies to secure funding for a new hospital and the future development of a workstream to deliver the 
programme management requirements of the New Hospital Programme, or similar funding route to be determined by the Government.  

 
• To ensure that the RAAC risk can be managed until such time that the hospital building can be replaced and that the risk is being managed as far as is 

reasonably practicable.  
 
• To monitor and track progress on actions and recommendations from Structural Engineers, external consultants, legal advice, national RAAC group and the 

Board. 
 

• To approve and oversee all activity relating to the RAAC National Research Programme and to formal and informal peer learning. 
 

• To ensure that the correct governance is in place to assure the Trust Board that risks are being identified, managed and escalated, and that RAAC-related 
funding and resource is effectively managed.  

 

• To ensure that adequate document management is in place to evidence strong risk management should a significant incident occur. 
 

• To review the risks relating to RAAC on a quarterly basis to ensure the risk register and BAF are kept up to date.  
 

• To escalate, as appropriate, to external stakeholders where the level of risk exceeds the ability to be managed at Trust level. 
 

6.  Membership and Attendance 

 

Core membership of the group shall be: 

  

• Chief Executive  
• Executive Director of Finance 
• Director of Strategy, Planning and Partnerships  
• Director of Corporate Affairs/Group Company Secretary  
• Chief Operating Officer 
• Programme Manager 

 

• Managing Director - AGH Solutions Ltd 
• Commercial and Finance Director – AGH Solutions Ltd  

 

• Regional Head of EPRR, NHS England and NHS Improvement 
 

Others may be invited by the Chief Executive to attend all or part of any meeting. 

 

In the event that members are unable to attend, the Chair should be notified to determine whether a nominated deputy is required. 

 

 



 

  

7.  Chair 

 

The Chief Executive shall act as Chair. In their absence, the attending members shall nominate and appoint an acting Chair for the meeting.  

 

8.  Meeting Administration 

 

The Facilities admin team secretary shall act as the meeting administrator, and shall be responsible for: 

 
• Collation of papers and drafting of the agenda for agreement by the Chair of the Group.  
• Taking the minutes and keeping a record of matters arising and issue to be carried forward.  
• Advising the Committee on scheduled agenda items.  
• Ensuring actions arising from the meeting are circulated as soon as possible after the meeting.  
• Maintaining a record of attendance. 

 
9.  Quorum 

 

The quorum necessary for the transaction of business shall be at least 3 members of the group, of which at least one is a Trust Director and at least one is a director 
or assistant/deputy director for AGH Solutions Ltd. 

 

 10. Frequency of Meetings 

The Group shall normally meet every two weeks. [The decision to reduce the frequency of meetings from weekly to every two weeks was made on March 2022.] 

 

11.  Meetings 
 

Meetings, other than those regularly scheduled as above, shall be called by the Meeting Administrator at the request of the Chief Executive or via another member 
of the group.  

 

12.  Reporting 

 

12.1  Formal minutes shall be taken of all meetings.  
 

12.2  Once approved by the Group, a summary report will be presented to the next Trust Board meeting including a summary of the key decisions taken.  
 
12.3  A summary of key actions agreed by the RAAC Executive Assurance Group will also be submitted to the Executive Directors Group (EDG) on a monthly basis  
 
12.4  Updates to the RAAC Executive Assurance Group will be provided by each of the workstreams described in the Securing the Future Programme plan along 

with additional reports as agreed. 
 

13.       Review 

 

13.1   The Group’s Terms of Reference shall be reviewed on an annual basis and approved by the Board of Directors. 

 

14.   Monitoring Effectiveness 

   

14.1 Every four weeks, the meeting will be extended to allow time to reflect on the work programme and redefine future plans or objections as required.  

 

14.2 The Chair will lead an effectiveness review of the Group on an annual basis. 

 

 

 

 



 

  

APPENDIX B: MATERIAL DECISIONS TAKEN BY RAAC EXECUTIVE ASSURANCE GROUP  

REPORTING PERIOD: July to August 

 

 
 
 
 
 
 
 
July 
meetings 

 
• There were two RAAC Executive Assurance Group meetings during July. Progress reports were provided at 

both meetings and the Group approved a reporting mechanism to ensure key updates and decisions are 
shared at the next Executive Directors Group meeting (EDG) after every RAAC Executive Assurance Group 
meeting.    
 

• A decision was taken to approve the Decant Programme put together for the next 21 months, subject to any 
changes that may occur as a result of the changing RAAC picture across the hospital. It was agreed that this 
position would be regularly reviewed at the RAAC Executive Assurance Group.  
 

• A decision was taken to progress to RIBA Stages 1 and 2 with Darwin Group Ltd to identify the feasibility for 
a second modular facility. This was a significant decision to agree an indicative financial envelope, location 
(subject to surveys), project delivery timescales and processes to ensure a rapid decision could be made to 
commission the work within the financial year. The second modular facility will provide office accommodation 
to facilitate the decant programme.  

 
 
 
 
 
 
 
August 
meetings 
 
 
 
 
 
 
 

 
• A financial governance process for identifying and responding to non-capital requests in relation to the 

Decant Programme was approved. The decision was taken that all non-capital requests should be escalated 
to the RAAC Executive Assurance Group using the Trust’s business case template, in line with the Terms of 
Reference.  
 

• A decision was taken to approve series of non-capital funding requests to support the Decant Programme. 
These were £22K for additional equipment required in the Endoscopy procedure room and £294k for 
additional temporary staffing to maintain the Endoscopy service across a new split site configuration until the 
RAAC works are completed. In addition, a decision was made to fund the storage of specialist equipment 
(£20k) from the RAAC capital budget. 

 



 

  

Date of Meeting: Wednesday 7th September 2022 

Meeting:  Public Board of Directors 

Title of report:  Trust Strategy Year Two Review 

Author: Stuart Shaw, Director of Strategy, Planning and Partnerships 

Previous Forums: Overview at Trust Board of Directors Strategy Day 6th July 2022  

Purpose of the Report 
The Trust published its refreshed Five Year Strategy in February 2020. 
 
As well as using this to guide our direction setting and activity, to ensure that we keep the Strategy 
live, an annual review of progress is completed.  
 
The Board Assurance Framework has now been updated to ensure continued alignment with this 
approach and our Strategic Aims are also integrated into other key ways of working such as the way 
reports are structured, annual objectives set, plans constructed and developments considered.   
 
The attached summary provides a detailed review of the progress made across the first two years for 
each of the five Strategic Aim and Objective areas (the 5 P’s) and identifies areas for further 
prioritisation and development in 2022/2023 and beyond. 

Key Points to Note continue  
A detailed review of progress in the first year was completed in Summer 2021 and whilst 
unsurprisingly this showed some impact due to the pandemic, it also showed a significant level of 
progress was seen for a number of the aspirations that we set out in the Strategy.  
 
This detailed review of the second year continues to demonstrate considerable progress being made 
and as recently reflected on at our July Board Strategy Day, emphasises that the five Strategic Aims 
(5P’s) remain the key areas for us to be focussed on in the period ahead. 
 
Whilst the overall approach remains unchanged, as highlighted in the report some areas have 
indicated a need to develop slightly different priorities in light of our service provision being restored, 
but mindful of the impact of the global pandemic. 
 
At the Board meeting, key themes shall be drawn out of the report to highlight the successes and 
progress made and identification of those areas requiring prioritisation and further development for 
2022/2023 onwards. 



 

  

 

EQIA – Equality Impact Assessment  
Through our Annual Planning process, risks are assessed for impact and added to the Trust risk 
register where required. During the year these are reviewed through the Integrated Performance 
Review meetings. 
  

Fit with strategic objective 
Population Patients People Partnership Progressing 

Y Y Y Y Y 

Recommendation  

The Public Trust Board of Directors are asked to review and approve the Trust Strategy Year Two review 
and note the areas where further objectives shall be progressed for 2022/2023 and beyond. 



 



 

 

Patients 



Strategic Aim: 
Patient-centred, providing personalised, safe, high quality care and experience 
 
We will: 
• continue to build on our approach to embedding a safety culture, with systems that support the provision of reliable, high quality care 
• be led by our values and behaviours in continually improving the services we provide 
• develop more personalised care as part of our integrated acute and community offer, focussed on self-care and prevention so care is 
provided in the right place at the right time 
• value and act on feedback we receive from patients, families, staff, our communities and stakeholders, making a difference to the overall 
experience. 
Strategic 
Objectives 

Progress Across First Two Years and Key Objectives 2022/2023 Onwards 
 

Develop and 
implement a 
Quality and 
Safety 
Strategy 

Our Quality and Safety Strategy was developed and agreed with a focus on; 
 
Patient focus 
Ensuring we provide safe, high quality care and experience that delivers positive outcomes 
 
Patient safety 
Continually improving the safety of our patients through maximising things that go right and minimising things that go wrong 
in healthcare 
 
Patient experience 
Providing compassionate, respectful, and personalised care ensuring a positive experience for patients, families and carers 
 
Clinical effectiveness 
Providing clinically effective outcome-focussed care based upon best practice and national guidance 
 
Learning and improvement 
Creating a just and learning culture that empowers staff and is fundamental to patient safety 



The Quality and Safety Strategy, in support of the overall Trust Strategy articulates the key quality and safety ambitions for 
the period up to 2025 for the local population. The Strategy was launched in 2020 and implemented against the backdrop 
of the pandemic, which has created a changing and challenging environment in which teams have worked to deliver the 
quality priorities set out.  
 
The continuation of the strategic and operational response will be important going forwards in to 2022/2023 and beyond 
with a focus on:  

· Delivery of the requirements of the National Patient Safety Strategy working with our partners across place  
· Developing our approach to compassionate and person-centred care to include end of life care, pain management 

and communication  
· Safer maternity care and responding to the actions set out in the Ockenden Report  
· Mental health  
· Medication safety  
· Improving our response to clinical deterioration  
· Infection Prevention and Control  
· Digital capability to improve patient care  

 
Quality improvement and creating a just and learning culture will remain the underpinning principles which will support 
delivery of the strategic priorities and will be aligned to the People Strategy priorities. 
 
Measurement of key performance indicators will provide Quality and Safety Committee with assurance of the work done 
and will support demonstration of the impact of the Quality and Safety Strategy. Areas where progress is not being made 
will be linked to the strategic risks on the Board Assurance Framework and the high level risk register and will be monitored 
through the appropriate governance groups.  
 
Ongoing engagement with the clinical teams will be essential for delivery and alignment to Divisional quality priorities will 
be key. Ongoing strengthening of the quality governance framework from ward to board is fundamental to safe, effective 
and compassionate care. 
 



Many of the quality priorities set out in the initial Quality and Safety Strategy have required some review and consideration 
against the current context of priorities in a post pandemic healthcare setting.  
The following areas are therefore considered key quality priorities going forward:  

· To minimise avoidable harm across the organisation  
· Pressure ulcers, Falls with harm and Infection Prevention and Control  
· Learning from deaths  
· Improving patient outcomes  
· Ensure patients and those important to them receive compassionate and person centred care  
· Embed a culture where quality governance, safety, fairness and learning is embraced across the organisation  
· Ensure innovation and adoption of technology and new ways of working 

 
To set 
expected 
Values and 
Behaviours 
and: 
• test whether 
these are 
upheld 
• address 
areas of 
concern 
raised 
• ensure 
visibility of 
the feedback 

The Trust’s Values and Behaviours were reaffirmed in the Trust Strategy and through the Supporting Strategies 
 
A zero tolerance approach to discrimination, harassment, violence and aggression has already been agreed through our 
People Experience group 
 
Responding to matters raised, the Complaints policy and process was reviewed to ensure that the organisation is working 
towards PHSO standards. Divisional teams have responded well to the changes introduced and Complaint panels are now 
scheduled to provide further support and training.  Complaint themes are reviewed through Divisional governance and IPR 
meetings. 
 
Our local target to resolve complaints is 35 working days with some complaints currently outside this threshold. Targeted 
work is currently taking place on this with timescales agreed at Divisional level through IPR meetings. At Divisional level 
there have been some excellent examples of progress in reducing the volume of responses beyond the threshold. We are 
also developing support packages around the quality assurance of responses. 
 
 
 



We shall be 
ambitious and 
continue to 
supplement 
traditional 
healthcare 
models, with a 
move to more 
personalised 
care 

A focus on more personalised care can be highlighted through a number of examples including;  
Work through our Act As One Ageing Well programme is aiming ensure people and their carers living in Bradford District 
and Craven have access to the care and support they need to live independently for as long as possible, with interventions 
aimed at improving wellbeing, physical, mental and social functioning and to reduce health inequalities. 
 
We have introduced two care co-ordinators for End of Life care to provide personalised care for patients and their families. 
The care co-ordinators are available 7 days a week and specifically look after patients and become the support team to 
those patients and ensure that their physical, emotional and spiritual needs are met. 
 
The development of our Covid Medicines Delivery Unit which took just two weeks to plan and open, means that clinically 
vulnerable patients who catch Covid-19 can receive antiviral and antimicrobial treatments quickly, to prevent more serious 
illness. 
 
A new support service was launched for people recovering from Covid-19 across Bradford District and Craven. The service 
developed by health and care professionals through the Act as One Health and Care partnership, is available to those who 
continue to display ‘post Covid’ symptoms 12 weeks after they have should have recovered from the virus. 
 
We have introduced a new digital health service for people with long-term respiratory conditions across Bradford District 
and Craven to be given proactive support through a dedicated remote monitoring app, transforming their care, and 
reducing their need to access services. People are supported by the MyCare24 remote monitoring service available 24 
hours a day, staffed by clinicians. Led by the Digital Care Hub and covering people from across Bradford District and 
Craven, it is the largest of its kind across England.  
 
Bradford District and Craven have delivered over one million vaccines have been given across the district, including first, 
second, and booster jabs as well as third primary doses for people who are immunosuppressed. Airedale has played a 
pivotal role as a vaccination centre. 
 
 



The Trust works in collaboration with colleagues at BDCFT and BTHFT to review the frequent attending patients at our 
Emergency Department who we can be identified as having a recorded Learning Disability. This is intended to explore 
where there are gaps in provision for individuals are and what we can do to respond to this collectively. 
 
In Elective care, the team has worked on a new project, Sunshine Sensory, to support children with learning disabilities 
who are due to attend Operating Theatres. 
 
We have also commissioned Training2Care to deliver interactive sessions for staff to improve awareness of Autism, the 
needs of our patients and their families.  
 

We will 
provide time 
for our 
colleagues to 
have a 
meaningful 
and 
continuous 
learning 
approach to 
patient 
engagement 

The Quality and Safety Strategy and People Strategy both clearly set out this ambition in the context of the quality and 
safety of clinical care and for our workforce 
 
Proposals have been developed to create a culture that supports both continuous improvements in the quality and safety of 
patient care and in the skills, experience and knowledge of the workforce  
 
Supporting continuous learning, a number of our specialities undertook GIRFT (Getting It Right First Time) reviews across 
the year, enabling them to share good practice and make changes based on national evidence. We are supportive of the 
insight this provides and plan to support further engagement in these reviews in the period ahead. 
 
We have also launched a series of Quality Summits to build on the cross-team working and focus on sustainable 
improvements to the care we give. These are well received by our teams and wider stakeholders and are set to continue in 
2022/2023 
 
 
 
 
 



There will be 
regular 
promotion 
and 
celebration of 
both service 
and practice 
excellence, 
such as 
accreditation, 
evidence 
based best 
practice and 
pathfinder 
work 

We have continued with our promotion and celebration of a range of activities. Progress towards this can be demonstrated 
through; 

· Regular communications have taken place through virtual staff briefings, written weekly news summaries and 
corporate communications, both to provide key messaging and celebrate good news 

· Charity supported Wall Graphics implemented across the Trust 
· Further development of Trust branding in line with our Strategic Aims 
· Pride of Airedale Awards throughout the year to recognise colleagues contribution and the reintroduction of the 

annual awards for 2022/2023 
· Held and promoted a series of Quality Summits 
· Promotion of Covid Medicines Delivery Unit  
· Focus on accreditations received such as our Endoscopy Service Joint Advisory Group on GI Endoscopy (JAG) 

accreditation and Integrated Pathology Services laboratories receiving their United Kingdom Accreditation Service 
(UKAS) accreditation 

· Our Communications and Charity team have developed two new websites for the Trust, and for our Airedale 
Hospital and Community Charity 

· There was a promotion of our Safety Collaborative initiative to support hip fracture patients 
· Launch of the Sunshine Sensory Project 
· Celebration where our teams have been put forward for and/or won national awards, such as our Operating 

Theatres team were named as finalists in the prestigious HSJ patient safety awards recognising their outstanding 
contribution to healthcare in the Perioperative and Surgical Care Initiative of the Year category and our Finance 
team who won a national diversity and inclusion and two HFMA awards   

· Our Maternity Team were given a Good report from new mums in the Care Quality Commission Maternity survey 
· Celebration events of the work of volunteers and for our Act As One programmes 

 
 
 
 
 
 



Consistently 
deliver 
National 
Performance 
Standards, 
such as A&E, 
RTT, Cancer 
and 
Diagnostics 

National performance standards have clearly been impacted during the pandemic, however urgent, emergency and cancer 
work was maintained throughout the majority of the period. 
 
Plans going forward are clearly focused on restoring performance as far as is possible, acknowledging periods of 
significant and at times very high demand. 
 
Our Urgent and Emergency Care services have faced huge challenges related to both complexity and significant volume of 
attendances, alongside pressures relating to flow and onward admission. We continue to focus on areas that support quick 
and timely access to care and/or admission such ambulance turnaround times, time to initial assessment (triage) and total 
time in the emergency department. Our work with local health and care partners helps with our discharges, flow and some 
notable improvement in length of stay. 
  
Over the past few years the Trust has remained open for cancer work. Our approach to cancer planning was to ring-fence 
capacity where possible within the planned care environment, to ensure priority access for patients as and when required. 
This has resulted in high levels of cancer performance across the year for most national standards, although we remain 
cautious about future impact as all health and care services restart. We have also made significant progress towards the 
new 28 Day Faster Diagnosis Standard. 
  
There is currently a significant impact on elective access times from the reduced capacity over the past couple of years, 
resulting in a backlog of work that requires prioritisation in the year ahead. However, in 2021/2022 we have managed to 
reduce the number of patients waiting over a year from over 1,000 to just over 500. Plans in 2022/2023 should see the 
volume of longer waiting patients reduce much further and we have already reduced the number of patients waiting 104 
weeks to 0 by June and sustained this in July. Further emphasis going forward is on then reducing the number of 78 week 
and 52 week waits in line with national planning guidance. 
  
Diagnostic performance continues to be strong for a number of modalities, but challenged in a few areas where we have 
demand increases alongside some workforce challenges. Short to medium term plans, including recruitment, should  
hopefully see some of these areas start to improve during the year ahead. 
 



Maintain 
some of the 
lowest 
infection rates 
for MRSA and 
Clostridium 
difficile 
nationally 

Much of our Infection Prevention and Control activity over the past couple of years has focussed on the Covid-19 response, 
meeting requirements and ensuring appropriate testing is in place. Our approach going forward shall continue to respond 
to this and also ensure all staff are working on compliance with Infection Prevention and Control measures, including 
updated Covid-19 guidance and the UKHSA Briefing of ’Living with Covid 19’. 
 
As we respond to increasing service activity, in July 2021 NHS England and improvement published thresholds for 
individual Providers to minimise C. difficile and Gram negative bacteraemia healthcare infections. Thresholds are based on 
2019 counts to avoid capturing changes related to the pandemic. 
 
Over the past year The Trust has seen infection levels meet or better thresholds for minimising Gram-negative bloodstream 
infections for E.coli, P.aeruginosa and Klebsiella spp. We have experienced a slightly higher volume of C. difficile infections 
than national threshold, however continue to place emphasis on measures to reduce these. 
 
Going forward we look to maintain and further improve Infection Prevention and Control measures including Gram negative 
bacteraemia rates remaining below national thresholds, C.diffcile rates reducing further and Trust hand hygiene audits 
demonstrating compliance with our own target levels. 
 

Progress 
towards NHS 
Long Term 
Plan 
requirements 
Continuity of 
Carer, Saving 
Babies Lives, 
Better Births 
and Better 
New Born 
Care 

Our Maternity team were given a Good report from new mums in the Care Quality Commission Maternity survey. The 
maternity survey asked women about their experiences of care at three different stages of their maternity journey: during 
antenatal care; labour and birth; and postnatal care.  
 
In six areas Airedale performed well including having confidence and trust in the staff during labour and birth, 
communication and being involved in decisions and mental health support after the birth.  
 
The maternity team have also been working on new developments including a new maternity website and online self-
referral form that will improve how women are able to access services and how they get information. Local support services 
available to women and families for their mental health concerns during and after pregnancy. 



Provide harm 
free care 
through the 
Safer 
Interventional 
Procedures 
framework, 
leading to a 
national 
recognition 
for Patient 
Safety 

We joined forces with five other NHS trusts to support hip fracture patients with an initiative that has been shown to save 
lives, giving those patients greater independence, and helping them return home. The Safety Collaborative seeks to 
improve care for these patients, often elderly, through the introduction of dedicated nutritional assistants on acute  
trauma wards, improving their nutrition to support their recovery. 
 
Our Children’s Services team launched their Sunshine Sensory Project, funded by Airedale Hospital and Community 
Charity, supporting children visiting hospital for  surgery who have additional needs or sensory sensitivities. The team 
created a  sensory pack full of products including items such as noise cancelling headphones, tactile and visually 
stimulating sensory toys and picture exchange communication system cards to help patients who are not able to 
communicate their needs verbally. The department also has a dedicated sensory trolley which includes a relaxing bubble 
tube, tactile fibre optics and additional sensory toys.  
 
The Operating Theatres team were named as finalists in the prestigious HSJ patient safety awards, recognising their 
outstanding contribution to healthcare.  The award, in the Perioperative and Surgical Care Initiative of the Year category, 
recognises surgical teams who are finding new ways to deliver consistently safe care, despite the challenges of  Covid 19. 
The theatres team were selected based on their ambition, visionary spirit, and the demonstrable positive impact that their 
project has had on patient and staff experiences. 
 

Continue to 
enhance care 
for patients 
with dementia 
and delirium 

To ensure prompt and appropriate referral to specialist services, we have continued to regularly achieve a level above 90% 
for patients aged 75 and over admitted as an emergency being screened for dementia or delirium. 
 
Improving care initiatives have included; 
Staff education and practice development: Mandatory training for clinical and non-clinical staff – including volunteers and 
bank – ensures all staff have knowledge and skills in caring for people with dementia. 
 
Patient management and assessment: The Enhanced Care Team established in 2020 comprises of a senior Nurse lead 
and a team of Health Care Support Workers. The team aims to develop staff knowledge, skills and experience of working 
with/caring for people living with dementia whilst providing additional support and personalised care for people admitted to 
the Trust who may be living with dementia or delirium. 



Our virtual Dementia and Autism reality experiences bus visited our site to offer staff a valuable insight into the life of 
someone living with Dementia and Autism, how they may think and how they encounter everyday obstacles through an 
immersive and hands on sensory training experience. The attendees are given specialist equipment to wear which limit 
their senses, simulating the challenges faced by people who live with dementia. They are then asked to perform a series of 
simple tasks such as making a bed or making a cup of tea. This helps people understand the fear and frustrations that 
people with dementia feel every day. The Autism Experience works in a similar way with specialist equipment used to show 
what sensory overload can be like for someone living on the autistic spectrum. 
 

Create a just 
and learning 
culture 

This is a key part of both the Quality and Safety Strategy and People Strategy. We are working to ensure we continue to 
develop a quality improvement approach using the model for improvement methodology, create a multi-professional 
approach to education and development that actively contributes and sustains a culture of continuous improvement, 
ensuring the principles of a just and learning culture are operationalised through our recruitment and retention processes, 
accountability framework and capability processes and encouraging knowledge sharing across professions. 
 

Recognition 
for 
implementing 
an integrated 
approach to 
Mental Health 
support for 
the patients 
we care for 
 
 
 
 
 
 

To increase awareness of mental health issues and to improve access and experience of mental health service users 
across the locality, equality objectives have been set within the Patient and Carer Experience Strategy. These include 
initiatives to increase staff attendance at Mental Health Act training and Sign up for Safety, to signpost staff to support. 
 
Working with Bradford District Care NHS Foundation Trust, focus is on the policy for the treatment of patients with mental 
health conditions in an acute hospital setting as part of the wider mental health strategy and care pathway. This includes 
standards, protocols and escalation processes based on best practice as defined in NCEPOD’s Treat as One, with its 
emphasis on bridging the gap between mental and physical healthcare. 
 
In collaboration with other partners, it is planned to co-produce a See the Person Programme, linking with the Voluntary 
and Community Sectors Bradford District Assembly Equalities Forum to recruit local people. 
 
We also continue to monitor compliance with established standards for the Emergency Department Mental Health 
Assessment Room and contribute to the system-wide Quality Committees priority for Mental Health with the emphasis 
upon Child and Adolescent Mental Health (CAHMS) by participating in the programme of development. 



 

 

People 



Strategic Aim: 
Supporting our people to thrive and flourish in all that we do 
 
Our People matter and our approach set out through our People Strategy is focussed on how we make this real.  
The emphasis is about getting the basics right. 
 
We will: 
• demonstrate that we value our people by promoting a positive culture and working environment that allows everyone to thrive and flourish 
• work towards having enough people to provide great services and care and endeavour to address any material gaps through recruitment 
• have people who want to work for us because of our positive reputation and who are reflective of our population 
• make sure our people have the right skills and resources to develop and be able to succeed 
 
Strategic 
Objectives 

Progress Across First Two Years and Key Objectives 2022/2023 Onwards 

Develop our 
People 
Strategy 

Our People Strategy has been developed and approved, with delivery plans put together, reviewed with key stakeholders 
and implemented and reviewed with oversight from People Committee. 
 
The People Strategy, in support of the overall Trust strategy, clearly articulates the key people ambitions for the period up 
to 2025.  
 
After the second year of implementation significant progress has been made, alongside the Trust’s Covid response. The 
continuation of the tactical and strategic response will be important going forwards in 2022/2023 and beyond and will focus 
around key areas linked to workforce transformation, inclusion, attraction and retention, technology and health and 
wellbeing.  
 
Regular measurement of KPIs gives assurance of the work completed and demonstrates the impact of the strategy to date, 
in particular positive progress with the Trust’s ethnicity profile. Areas where improvements have not been demonstrated link 
to key risks identified on the Board Assurance Framework and risk register with appropriate mitigations in place.  



Ongoing engagement will be key to the delivery of the Trust’s People Strategy, feedback is gained using a number of 
different mechanisms including listening events with Executive and Non-Executive Directors. Intelligence gathered is and 
shall continue to be used to continually review and refresh actions taken to deliver the People Strategy influencing change 
where necessary. 
 
A key priority identified in the People Strategy relates to the current inequalities in experience of colleagues, this is a key 
focus both strategically through the identified priorities and tactically through the WRES and WDES action plans. Positive 
progress has already been seen in terms of overall representation, but further work is required in relation to the experience 
of colleagues from underrepresented groups. 
 
Development of our further objectives for this area are in line with the key items highlighted, to be confirmed with key 
stakeholders with oversight from the People Committee. 

We value our 
people and 
will ensure 
we: 
• develop 
robust plans 
to deliver our 
workforce 
plan to ensure 
that we have 
the right 
people, with 
the right 
skills, to 
deliver high 
quality care 
 

Key areas of progress and further priorities include; 
Workforce Planning and Appraisal 

· Expansion of our social media contract with a clear plan for areas of focus, including key medical posts with a 
guaranteed reach of 40,000 people per campaign 

· Escalation process in place for hard to recruit to medical posts, including Anaesthetics, Haematology and 
Gastroenterology  

· Success in recruitment to key medical posts (e.g. Anaesthetics) 
· International recruitment success – 74 Nurses arrived in 2021 with all now in Registered Nurse positions  
· Launch of e-vacancy control process with an average approval period of six days  
· Workforce Plan for 2022/2023 approved with work underway regarding enabling workstreams including workforce  

transformation roles 
· Continued roll out of ESR Self-Service, with managers encouraged to use this to input PDRs 
· Annual Appraisal, Objective Setting and Personal Development Reviews requirement for staff, set out by each of 

our overarching strategic aim areas  
· Implementation of safe care tool to inform staff decisions linked to patient acuity 
· WYATT rostering project to roll out rostering to medical and AHP staff, including Pharmacy and Anaesthetics 
· Implementation of the 2021 SAS contract reforms, including the appointment to the SAS Advocate role 



• have all 
colleagues 
receiving 
annual 
appraisal and 
objective 
setting 
aligned to our 
overarching 
aims 
 
• create an 
environment 
and culture 
that is 
committed to 
training and 
development 
and 
empowerment 
 
• develop an 
offer that 
promotes; 
team working, 
collaboration 
and Health 
and Wellbeing 

Health and Well Being 
· Ongoing engagement through face to face sessions and online surveys to develop our health and wellbeing offer  
· Pilot and launch of wellbeing conversations as a key national priority, providing opportunities for colleagues to 

prioritise their wellbeing and discuss needs with their line managers  
· Embedding of our Board level Wellbeing Guardian, with a dedicated People Committee session in October 2021 

structured around the nine key domains  
· People Stories shared at People Committee and People Experience group, particular highlights include inclusion,  

retention and staff survey actions  
· Zero tolerance statement launched through People Experience group in September 2021  
· Development and ongoing review of an Improving People Practices plan in line with national recommendations and 

priorities  
· Launch of resource packs for colleagues, signposting to support mechanisms available  
· Launch of toolkits for reasonable adjustments, long term absence, short term absence and mental health support  
· Winter preparedness assessment for wellbeing, leading to key winter wellbeing priorities including a wellbeing day 

for colleagues and a wellbeing pack containing health snacks and refreshments  
· Series of Non-Executive Director listening events focused around wellbeing  
· Appointment to Clinical Lead role in Employee Health and Wellbeing  
· Place based looking after our people alignment and offer  
· Suicide awareness materials developed and aligned to the WY ICS suicide awareness campaign 
· The Living Well ‘Choose what works for you’ package is available for people living in Bradford District and Craven 
· Psychological services through to therapy support available for our people 
· Cycling facilities provided for staff who cycle to work  
· Staff survey results published for 2021, the Trust was above the benchmark average in all nine national domains 

aligned to the People Promise. In addition, the Trust was recognised as receiving the second highest score in the 
North East and Yorkshire region for being recommended as a place to work 



Develop 
career 
pathways by 
developing 
our 
Apprenticeshi
p 
Programmes, 
Work 
Experience, 
Graduate 
Management 
Training and 
Supported 
Internship 
programmes 

Key areas of progress and further priorities include; 
· Apprenticeship strategy development with a focus on local promotion and expansion of apprenticeship programmes, 

including embedding pathways for Allied Health Professionals (AHPs) 
· A sustainable work experience programme in partnership with local schools 
· An approach to career pathways across health and social care, clearly signposting individuals to development available 

at place to focus on retention 
· Expansion of clinical placement capacity in key areas, supported by expanded practice education roles to support new 

roles, including international recruitment 
· Continued to host graduate trainees at the Trust to develop pipeline and talent within the organisation 
· Our Allied health professionals (AHPs) from across Bradford and Airedale collaborated on a video to demonstrate how 

varied and wide-reaching their roles can be. The video followed a stroke patient’s interaction with different AHPs to 
show all the different specialist roles involved in that patient’s care and rehabilitation. 

· During Learning Disability week, we celebrated the success stories of our internship programme for students with 
learning disabilities. A supported internship is a type of study programme for young people aged 16-24 that have an 
Education, Health and Care Plan. The internship lasts for between six months and a year and is flexible to suit the 
young person and the employer. The students spend two days at work and have a job coach who liaises with staff, 
students and their parents and college and carries out regular reviews on their progress. The internship increases the 
students’ confidence and help them gain fantastic people skills and experience. 

 
Ensure our 
workforce is 
reflective of 
our local 
population 
and deliver an 
inclusive 
approach to 
our people’s 
employment 

Under the Public Sector Equality Duty, we are required to publish a set of Equality Objectives every four years (most 
recently 2020-2024) and review progress with local stakeholders. As part of this, Bradford District and Craven, the local 
NHS commissioning organisations, provider trusts, and communities of interest (representatives from the local community 
and voluntary sector) have been working jointly on EDS2 assessment and are now preparing for EDS3. 
 
Airedale’s has a series of Equality Objectives 2020-2024 including; 

· To implement the Accessible Information Standard (AIS) 
· To improve BAME service users’ access and experience of services 
· To increase awareness of mental health issues and to improve access and experience of mental health service 

users across the health economy 



journey for 
the benefit of 
our 
patients 

· To implement the recommendations in the Unhealthy Attitudes Stonewall Study and Equity partnership LGBT Local 
Health Needs Assessment 

· Carry out a Gender Pay Gap Audit using a recognised audit framework  
· To implement the Workforce Race Equality Standard (WRES)  
· Prepare for the implementation of the Workforce Disability Equality Standard (WDES) by preparing data and 

developing and delivering plans to tackle the issues identified 
 
The Board receives data and updates from the Director of People and HR relating to the EDS3 outcomes relating to 
workforce (including the Gender Pay Gap, WRES and WDES). The Board also receives an annual Equality and Diversity 
report which reports on progress relating to equality objectives involving staff and patients.  
 
Some of the specific further progress made includes; 

· Four new inclusive rainbow crossings were unveiled during Pride in the NHS week, to recognise and celebrate the 
LGBT+ (Lesbian, Gay, Bisexual, Transgender) community 

· Our Gender Equality Network held a Menopause Café as an opportunity to share tips and advice, get information 
on perimenopause and menopause and consider how work can support people struggling with symptoms 

· ESR self-service to encourage confidential recording of equality data, this is monitored as a strategic KPI 
· Work to establish EDI charter with five strategic priorities focused around increasing representation across the Trust 

and reducing the inequality in experience for colleagues 
· Development/embedding of approach to including colleagues from underrepresented groups on interview panels 
· Commitment through revised disciplinary process to people centred practices and include advocates as part of 

processes 
· WDES and WRES action plans developed in partnership through inclusion networks 
· Publication of Gender Pay Gap information, with actions developed in partnership with gender network 
· Engagement with LGBT network and continued leadership of Rainbow Badge initiative Phase 2 
· Development of allyship approach and model to improve attendance at inclusion networks  
· Ongoing support to FTSU agenda including promotion of FTSU month in October  
· Updated and ratified a new FTSU policy in line with national policy and approach 



Ensure our 
people have 
the required 
skills, 
resources, 
materials and 
equipment to 
complete their 
role including 
actively 
investing in 
training and 
education for: 
• Continuous 
Professional 
Development 
• Leadership 
Development, 
Talent 
Management 
• Quality 
Improvement 
• Management 
Toolkits 

Key areas of progress and further priorities include; 
· Review and launch of leadership training offer to include skills-based programme  
· Virtual line manager briefings on key HR topics 
· Revised Training Needs Analysis approach piloted to feedback needs regionally, to be included in appraisal approach 

going forwards 
· Training of additional coaches across the organisation to support the offer of coaching conversations for all colleagues  
· Refresh of Mandatory Training Group to oversee governance of training, with a revised Mandatory Training policy  
· Approximately 164 learners on Apprenticeship programmes across the organisation with established pathway for 

Nursing / Business Administration roles and Level 5 roles within Pathology  
· Further cohort of internship programme with Keighley College  
· Zero expired apprenticeship funds in year and support provided to primary and social care  
· Maximised draw down of incentive funds 
· Agile working audit undertaken to inform future approach  
· Developed QI methodology and approach, supported by exploring train the trainer model for Gold QI training and the 

use of apprenticeships 
· Trainee Nursing Associate, Jamie Barnes won an outstanding educational achievement award for his work during the 

pandemic. The award was presented by Health Education England North East and Yorkshire, at a ceremony at the 
University of Bolton. Jamie was also nominated by the University for the ‘Best Apprentice Award for Nursing 
Associates’ category.  

· Mothy Aravind Thaliyadath qualified as Airedale’s first Professional Nurse Advocate. The PNA programme was 
launched in March 2021 by Chief Nursing Officer, Ruth May, with the aim of reducing some of the staff pressures 
brought on by the Covid-19 pandemic. The role of the PNA is to improve patient care and staff wellbeing by providing 
support to fellow nursing colleagues. 
 



 

Progressive 



Strategic Aim: 
Services that are progressive through continuous improvement, innovation and development 
 
We will: 
• be bold in creating new ways of working, helping to make our service development ambitions a reality 
• our progressive approach should evolve so we move towards being pioneering 
• continue to invest in digitally enabling our people and population in the care we provide 
• ensure we deliver the most efficient use of the resources we have available 
 
Strategic Objectives Progress Across First Two Years and Key Objectives 2022/2023 Onwards 

 
Through our Clinical 
Services Strategy we 
will be bold and 
ambitious in bringing 
forward our service 
development plans to 
ensure we continue to 
be progressive in our 
service offer 

Airedale Core Acute and Community Services Offer established and guiding direction of services (e.g. in Provider 
collaboration activities through Bradford District and Craven, West Yorkshire)   
 
As part of this work, we have agreed our Progressive Service Offer approach, focussed on areas which fit our 
population needs, where we can offer support to our partners and where this is in line with work as an integrated 
acute and community provider. 
 
Further work ongoing around defining our Anchor Organisation role in our community which is increasingly being 
built into service planning. 
 

Supporting creativity 
in our people and 
look for innovation to 
create further unique 
selling points for 
Airedale 

Following the successful Health Foundation Bid, through our Act as One and Health and Care Partnership 
approach we have been part of implementing a Health Innovation Hub that supports; 

· Developing system culture, skills and infrastructure to support the sustainable adaptation and adoption of 
proven innovations to improve health and wellbeing outcomes for those most in need   

· Testing our approach on a shared system priority that addresses health inequalities, our Ageing Well 
transformation programme. This is focussing on priority work streams. with initial areas to cover including 
Anticipatory care, Enhanced health in care homes and Urgent community response 

 



To provide a 
framework to support 
service 
developments 
become a reality, 
where it is 
possible to do so 
 

Through Planning 2021/2022 we created a reserve to allow for potential Service Developments to be considered 
for a mixture of Medical, Nursing, Therapy and Corporate elements as well as Winter. 
 
Unfortunately we have been able to replicate this for 2022/2023 to date due to WRP requirements, however we 
have managed to progress some service developments in a number of areas including; 
 
Through the Medical Technology Mandate, we are embarking on working with the clinical teams to look at the 
potential for implementing new developments for patients in services such as Urology (e.g. Urolift, Green Light 
XPS, Rezum and Plasma). 
 
The Urology Department have also received some state-of-the-art equipment when our Airedale Hospital and 
Community Charity funded the purchase of a Swiss Lithoclast Trilogy Lithotripter, for the removal of kidney stones 
and bladder stones. 
 
Work continues on further developing our Gynaecology Endometriosis service.  
 

We provide the 
opportunity to take 
part in a clinical 
research study to as 
many patients, staff 
and other volunteers 
as possible. By 2025 
participation in 
research should be 
integral to the 
business and culture 
of all Trust 
departments. 

We are the highest performing small Trust in terms of recruitment in the Yorkshire and Humber region, exceeding 
our patient recruitment target by 44% (1171 patients recruited against a target of 814) 
 
Since the start of the pandemic, we have recruited 2,082 patients and staff to Covid research studies. The 
research department has met all its local strategic objectives for research in 2021/2022. 29 clinical papers have 
been declared as published by Trust employees in peer-reviewed journals since January 2021.We have also 
supported 6 smaller academic projects involving NHS staff. 
 
A research website (www.cityofresearch.org) has now been established which encompasses a registry where 
people can sign up to express an interest in being involved. This aims to promote integrated working in delivering 
research and dissemination across NHS organisations with Bradford District and Craven to encourage 
engagement in research participation. We have also received additional £20k funding DHSC to support the 
development and delivery of research in the key priority areas. 



We will develop and 
implement our Digital 
Strategy, that 
supports our future 
service plans: 
• where we will 
continue to invest in 
our technology 
infrastructure, 
including potential 
investment 
• the main digital 
programmes that 
progress our IHR and 
technology 
ambitions over five 
years 
• how we will support 
our people through 
implementing new 
and different ways of 
working, including 
training 
Interoperable 
systems and 
business intelligence 
supporting high 
quality, co-ordinated 
care. 

Our Digital Strategy was developed and agreed. 
 
We are continuing with our early stages of preparation to upgrade our Electronic Patient Record (EPR) system. 
This programme will give all staff at the Trust the ability to collaborate more effectively and provide access to more 
advanced digital tools to support their care of patients. As part of this process, we’ve asked potential suppliers of 
new systems to demonstrate what capabilities their EPR could offer the Trust. 
 
In addition, some specific achievements to note during 2021/2022 include; 

· Our Digital teams managed the Trust’s migration to NHS Mail, initiated the Dr Doctor digital letters 
programme and embarked on a programme of network switch upgrades across the Trust 

· Our Paediatrics, Rheumatology and Obstetrics and Gynaecology patients are now offered the option of 
receiving their patient letters digitally as a pilot project to see how well it works, and what our patients think. 
Patients receive a text message which allow them to access letters via the Dr Doctor portal where they can 
be viewed and saved 

· We have progressed Digital transformation projects across our Place as part of the Act as One 
programmes and also WYAAT (West Yorkshire Association of Acute Trusts) focused on deploying Scan 
For Safety technologies, overhauling the Laboratory Information Management Systems (LIMS) and Digital 
Pathology infrastructure 

· We have also been participating actively in the West Yorkshire and Harrogate Health and Care Partnership 
initiatives, supporting increased sharing of care records and digital inclusion 

· During the year, our Information Team have developed a number of enhanced on line reports through our 
Power BI platform, supporting service delivery 



Through our Financial 
Strategy, we shall 
continue to ensure 
strong financial 
stewardship in 
meeting our 
responsibility to live 
within our funding 
envelope, ensuring 
the efficient use of 
resources that 
supports 
potential 
reinvestment in 
services for future 
years. 

Our Financial Plan for 2021/2022 sought to ensure the resetting of budgets to accommodate recurrent costs 
required beyond the pandemic third wave, returning expenditure to near normal levels and ensuring no 
deterioration in our future financial position. 
 
Given some of the national economic challenges, our approach to financial planning 2022/2023 has focussed on; 

· Submission of balanced plan but with significant waste reduction ask and close monitoring levels of inflation 
· Delivery of a £10m waste reduction target recurrently 
· Delivery of the elective recovery targets to ensure we sustain our income 
· Ensure that we access SDF funding applicable to us to continue to progress our services 
· Continue to access national support for further developing our services (e.g. EPR, CDCs, Endoscopy) 
· Utilising benchmarking, Model Health system, PLiCs and GIRFT to inform our decision making 
· Achieve level 3 FFF accreditation 
· Continue to be an anchor organisation through prompt payment of invoices, supporting local suppliers 

where possible in the supply chain, working with schools to attract future talent 
 
In December our Finance team won a national diversity and inclusion award. As one of the first providers to have 
diversity and inclusion ambassadors, efforts were made to ensure they had a voice and were able to suggest 
changes. The team has created apprenticeships and shadowing opportunities, empowered people to make 
changes in their roles, and our Finance Director has led the equality, diversity, and inclusion agenda across the 
West Yorkshire health system. 
 

We plan to develop 
and expand our 
elective service offer, 
offering greater 
choice for our local 
population 

Examples of service developments introduced in year include; 
· New Urgent Community Response Service implemented 
· Development of the Pacer train into a Paediatrics interactive centre and location for communities to use 
· Second Mobile Cancer Care Unit implemented 
· Colon Capsule for Colorectal Cancer pilot implemented 
· Ageing Well; Anticipatory care, Enhanced health in care homes and Urgent community response development 



For patients with 
cancer, to further 
develop our 
Multi-Diagnostic 
Centre approach to 
deliver: 
• health promotion 
activities to aid 
reducing risk factors 
• ensuring faster 
diagnosis within 28 
days 
• timely treatments 
within 62 days for all 
patients 
• support screening 
programmes 
• provide 
personalised care, 
including needs 
assessment, care 
plans and health and 
wellbeing 
information 
 
 

We have continued to provide most of our cancer services activity, with performance across the national 
standards, including the new 28 Day faster Diagnosis Standard, generally stable and performing close to or above 
the national requirements. Diagnostic services, including radiology and endoscopy, have also continued to operate 
in a timely manner. 
 
Innovations introduced have included the Colon Camera Capsule for Colorectal, with patients now being 
successfully diagnosed as part of the trial and positive patient feedback. We are also looking at self-referral for 
patients through the Rapid Diagnostic Centres, with the service possibly based in specific communities to assist 
access for the BAME population. 
 
In November we launched our Next Generation Mobile Cancer Unit – adding to our fleet and taking cancer care 
and treatments to the patient in Airedale, Wharfedale and Craven 5 days a week. The Next Generation unit, 
provided by the charity Hope for Tomorrow, is a state of the art fully mobile medical cancer care unit which 
revolutionises the way cancer care is delivered. A new feature is the hydraulic sides which move out to provide two 
clinic rooms, so providing a larger unit. It visits communities to provide accessible clinics as well as cancer 
treatments including chemotherapy. Staffed by specialist Oncology Nursing teams and Pharmacists, the unit will 
allow cancer services to be delivered in the heart of the local community in venues including Skipton, Keighley,  
Bingley, Ilkley and Barnoldswick. 
 
Through work with the Cancer Alliance, in anticipation of continued and unmet demand, we are working on plans 
to increase our Breast Service capacity. This may also be considered in year for other areas such as Urology, 
Upper and Lower GI pathways as well as also developing Patient Initiated Follow Up pathways for Breast, 
Colorectal and Urology. 
 
We plan to continue developing our local Rapid Diagnostic Centre (RDC) model, maintaining a one-stop approach 
for cancer patients where services continue to book patients within 14 days of referral.  
 
We also plan to do some specific focussed work in relation to Urology, Colorectal and Gynaecology pathways with 
a focus on where further improvements could possibly be made. 



We will strive to 
continue improving 
the quality, speed and 
coordination of 
clinical research and 
to integrate research 
into patient care so 
that patients, carers 
and healthcare 
professionals all have 
the opportunity to 
take 
part in research and 
benefit from it. 

Our average study set-up time has been 9 days (target = 60 days). 
 
A total of 77 senior clinicians and senior staff, are actively involved in clinical research, this takes place across 17 
different specialty groups. 
 
The National Institute for Health Research Clinical Research Network have acknowledged our reputation for robust 
and efficient governance processes. 

 
 
 
 
 



 

 

Partnership 



Strategic Aim: 
Working in partnership with others, delivering transformation and future sustainability 
 
We will: 
• work with a variety of partners to deliver the best care for our population, integrated around patient needs 
• allow practice to develop across boundaries and to shared objectives 
• ensure our future sustainability as a District General Hospital for our health and care community. 

Strategic Objectives Progress Across First Two Years and Key Objectives 2022/2023 Onwards 
 

Continue to build a variety of 
partnerships that complement 
our Airedale service approach 
for our population. These 
include a range of relationships 
across West Yorkshire and 
Harrogate, Bradford and 
Airedale or within the Airedale, 
Wharfedale and Craven locality 
 

We have continued to be an established member of the West Yorkshire Health and Care Partnership and the 
West Yorkshire Association of Acute Trusts. Areas for priority development are currently being reviewed through 
the Autumn following the establishment of arrangements from 1st July 2022. 
 
At Place Level the development of the Place Leadership Executive includes a number of senior leadership roles 
from the Trust and the Act As One programmes have continued to progress well. Areas for priority development 
already identified include Children and Young People, Workforce Development, Mental Health, Learning Disability 
and Neuro-Diversity, Access To Care and Resilient Communities. 
 
We have continued regular Provider Collaboration meetings with Bradford Teaching Hospitals and have also 
continued to lead the Provider Alliance across Airedale, Wharfedale and Craven across the wider group of health 
and care partners. 
 

Aspire to ensure our approach 
complements our place based 
and system wide strategies 
 

Our Trust Strategy aligns with the Bradford District and Craven approach and also the West Yorkshire and 
Harrogate Health and Care Partnership Plan. 
 
We are also currently contributing towards the development of the WYAAT service strategy work being 
developed. 



Establish further service 
partnerships with a variety of 
organisations 

Meetings have been held during the past year with Wharfedale, Airedale and Craven Alliance (WACA) and 
Modality Partnership on potential Service Developments. There has to date been progress on some areas of 
service development such as Physiotherapy and GPWER (GP’s With Extended Reach). 
 
We have a proposed pilot partnership development with Modality, Cancer Alliance and local health partners for 
self-referrals to the Rapid Diagnostics Centre. This shall be completed working in partnership with primary care 
practices in highly deprived areas on IMD index 
 

Build stronger relationships 
and formalise arrangements 
with various professional 
bodies and educational 
establishments, in support of 
securing 
a future sustainable workforce 
and leadership development 

Over the previous year we have continued with; 
· Building relationships with Trade Unions supported by effective partnership working arrangements 
· Links to regulatory bodies (e.g. GMC with regards to professional matter) 
· Relationship with Bradford University to support student placements and promote the Trust as an employer of 

choice 
· Relationships with local apprenticeship providers (e.g. the link to build a network of progression pathways for 

existing colleagues)  
 
Our approach going forward includes additional priorities including a sustainable work experience programme in 
partnership with local schools and future exploration of similar relationships with other local education providers to 
support student placements. Some examples of this have already started as highlighted in the People section. 
  

Further build our partnerships 
with patients and carer groups 
to help test our plans 

Our Patient and Carer Strategy and Plans have now been updated in line with the Quality and Safety Strategy 
and include objectives around improving the ways we involve members of the public in the development of our 
services. These are included in our PCE Plans as defined in the Population section. 
 
 
 
 
 



We will explore opportunities 
for working in partnership with 
a range of external partners in 
pursuit of investment. 

During the year we have supported the development of two significant bids in conjunction with partners for the 
development of a Health and Well Being Centre in Keighley (as part of the Towns Fund) and for an Innovation 
Hub (supported by the Health Foundation). Further opportunities shall be assessed and progressed where 
relevant funding is made available for ring fenced projects (e.g. Health Foundation, NHSx, Central Government)  
 
In addition we shall progress central funding opportunities routed through the ICB around areas linked to National 
Planning (e.g. Maternity, Community, Digital, Transformation) and Targeted Investment Funds. 

We shall build partnerships 
with local transport companies 
and authorities in support of 
meeting our sustainability 
requirements: 

The pandemic and increased demand levels have meant that we haven’t progressed partnerships with transport 
companies, however as part of our initial work around sustainability we have ordered electric vehicles for our 
transport fleet.  
 
Consideration as to objectives around progressing links with transport companies shall be part of our work to 
update the Sustainability work in 2022/2023 
 

Transformation in Urgent Care 
across the health and care 
system to deal with current and 
future demand. This shall 
ensure improved access to 
care, timely diagnosis and 
treatment across our 
community 

Progress in 2021/2022 includes; 
Holding a series of events involving partner organisations focusing on flow and discharge. These interactive 
sessions included updates on key national policy updates, with workshops on safe and robust discharges 
 
We have continued to undertake a number of actions in order to manage the sustained level of demand on our 
services and to support the clinical team; 

· Completed recruitment to two newly funded Middle Grade doctors – these posts were approved in March 
2022 and are now recruited to 

· Completed the majority of recruitment to the 12 Registered Nursing posts funded 
· Commenced a pilot of the ‘Frail Elderly Pathway’ team of therapists working in our Emergency 

Department on weekdays in order to increase robust front door frailty assessment and to discharge from 
ED.  

· Commenced co-production of a new Urgent Care transformation plan 
· Boosted portering capacity in place within the department 
· Approved additional in-department administrative support to clinical teams 



Medium term plans (Planned completion 2022/2023) 
· Reciprocal peer-review visit to take place to review areas of good practice and opportunities for 

development 
· Develop co-produced Urgent Care transformation plan with links into wider trust directorates and place-

based partners 
· Snapshot audit of primary care presentations and develop stronger links with primary care 

leaders/development of a primary care stream 
· Work with Bradford District Care Trust and the Local Authority to reduce waiting times for people requiring 

a mental health act assessment in our Emergency Department 
· Understand challenges and impacts of new Urgent Care standards and flow and discharge to improve 

waiting times in the ED for ‘admitted’ patients, agreement to develop internal standards for this across 
urgent care and wider directorates.  

 
Urgent care teams continue to plan for an anticipated further growth in demand for services.  This 
planning includes going forward: 

· Development our workforce transformation plan to reduce reliance on locum/bank workforce and create 
pipelines for a sustainable workforce 

· Continuation of the Minor Injuries Unit (MIU) model successfully piloted during the first Covid peak in the 
area adjacent to the Emergency Department  

· Continued review of skill mix/medical workforce model/shift times to meet changes in demand later in the 
day and evening period 

· Continue to develop model for managing ‘primary care’ presentations into the Emergency Department 
· Review of waiting areas undertaken - screens purchased to segregate hot/cold and adults/paediatric 

attendances, now in use and working well. 
· Continued work Trust wide on the new Emergency care standards planned, to understand the impacts on 

service, people and process to ensure high quality care 
· Triage and treatment times remain a key area of focus supporting the quality and safety of the patients we 

are caring for 



· Using the Urgent Care Standards dashboard to understand our key areas of focus to ensure safety is 
maintained within the department, and wider hospital 

· Plan Quality Summit sessions bespoke to urgent care, to develop internal actions. 
 
The Trust Length of Stay is showing improvement, supported by the excellent work of the Urgent Community 2-
hour response pathway. This is one of a range of new initiatives which aims to help keep people well at home and 
reduce pressure on hospital services. 
 
The Collaborative Care team is available 24 hours a day, 7 days a week and is made up of a range of healthcare 
professionals: community nurses, advanced clinical practitioners, urgent community response practitioners, 
health care support workers, physiotherapists, occupational therapists and mental health workers – all focussing 
on the keeping the patient well and at home and avoiding the need for an admission to hospital. 
 
The team can assess any patient over the age of 18 within two hours of receiving a referral from a GP, 
community matron, district nurses or ambulance service or from the Trust’s own Emergency Department or Acute 
Assessment Unit.  Referrals are made to the team if the patient is safe enough to be at home but needs some 
extra support.  
 
Common conditions that can be seen by the 2 hour response service include long term conditions where the 
patient has become acutely ill, falls with no sign of injury, reduced function,  mobility or confusion, palliative care 
support or an urgent need for equipment.  
 
This pathway, building on the existing work of the Collaborative Care team, continues to go from strength to 
strength with 100% of patients seen by the service within the 2 hour standard, with the majority of these being 
managed in their own home as opposed to an admission to hospital.   
 
The COPD virtual ward also continues to play a key role in reducing demand on hospital services. 
 
 



To radically overhaul the 
current Outpatients model with 
other health and care partners, 
to include: 
• System wide approach to 
referral management 
• More non face to face 
consultations 
• Reducing hospital based 
follow up appointments by 30% 
over five years. 
 

A combination of face to face and virtual Outpatient activity continues to be in place and additional opportunities 
shall continue to be considered through 2022/2023  
 
Our Referral Assessment Service (RAS) continues to operate clinical triage to reduce face to face demand and 
offer alternative treatments / options. 
 
Building on transformational benefits from the past year, to ensure our virtual Outpatient activity continues to 
maintain at an appropriate level through 2021/2022, we plan to further utilise telephone and video consultations, 
increased mobilisation of Advice and Guidance and Patient Initiated Follow-Up appointments in at least three 
specialties, alongside face to face appointments where required. 

Together with Primary Care 
Networks, establish 
new and enhanced models of 
care, integrated pathways for 
our communities, as part of an 
approach to PHM 

Collaborative working through the year with Community Partnerships, PCNs and voluntary organisations to 
reduce health inequalities, focus on prevention and the wider health determinants is a key element running 
through a number of our Act As One programmes. 
 
Priority objectives on our approach to reducing health inequalities and wider population management, are defined 
in the Population section. 
 



 

 

Population 



Strategic Aim: 
Meeting our populations’ needs, involving and engaging our communities in providing health care 
 
We will: 
• actively engage with our communities to understand their personalised needs around care, health and wellbeing 
• make the most of every patient visit, provided in the right place at the right time 
• transform our estate, with a commitment to meeting our environmental sustainability requirement by continually reducing 
waste and carbon emissions 
 
Strategic Objectives Progress Across First Two Years and Key Objectives 2022/2023 Onwards 

 
Work with our Community 
Partnerships to assess local 
health and care needs, 
establish the most appropriate 
service provision and ensure 
utilisation 
of community assets 
 

Through the Airedale, Wharfedale and Craven Health and Care Partnership, during the year Community 
Partnerships have highlighted local needs for individual areas. Work in 2022/2023 shall need to include the 
partnership plans responding to the priority areas identified. Included in this, is a focus on collaboratively reducing 
health inequalities, prevention and the wider health determinants.  
 
The Trust Strategy and supporting People Strategy incorporate an inclusive approach to all our activities, 
including; 
· Developing an inclusive culture that embraces difference and recognises relevance in the delivery of high 

quality care 
· Ensure our workforce is reflective of our local population at every level 
· Embed the organisation in our local community, playing our part in economic development 
· Work in partnership within the system to promote health and social care careers and a total reward offer that 

values and recognises our peoples contribution 
 
 
 
 



As part of our Trust response to the wider health inequalities challenge, we have started to map out priority areas, 
including; 

· Ensuring alignment with our Act As One Access To Healthcare programmes and in line with West 
Yorkshire and Harrogate Health and Care Partnership Objectives 

· New care pathways to be tested for achieving a positive impact on reducing health inequalities, including 
reviewing our approach to virtual Outpatients to see if this has affected different population groups, 
monitoring equity of access and outcome to these care pathways 

· Focus on clinical areas in our communities where outcomes are linked to inequalities of wider 
determinants of health. These are likely to include a particular focus on Cardiovascular, Respiratory, 
Cancer and Children.  

· Access shall increasingly be measured and reviewed by characteristic and determinant as this is regularly 
collected 

· Ensuring national datasets are complete and timely supporting equality metrics and to review through 
Divisional governance 

· To accelerate preventative programmes which proactively engage those at greatest risk of poor health 
outcomes and in doing so protecting the most vulnerable including Crisis response pathways, with focus 
on 2 hour/urgent care response delivery, developing post Covid rehabilitation pathways, including 
Psychology and Long-Covid capacity and Community health teams support for vulnerable/shielding 
patients who need them 

 
Some other highlights to note include; 
During 2021/2022 the Trust joined community groups, members of the public and leaders from across Bradford 
District and Craven in the launch of a regional ‘Root Out Racism’ movement 
 
Our Speech and Language Therapist Angela Penny took on the extra role as a Physical Activity Clinical 
Champion for Yorkshire and the Humber, providing free training on physical activity to other healthcare 
professionals across the region, giving them the confidence to have conversations about physical activity with 
their patients. 
 



We will develop our approach 
to Public, Patient, Experience 
and Engagement activity 
through an updated 
programme for the next five 
years 
 

Our Patient and Carer Experience Strategy and Plans have now been updated for the next few years. This links 
through to the Quality and Safety Strategy with priority areas covering; 
· Creating environments and services that are accessible for all 
· Nurturing partnerships with patients, families and communities for genuine patient led care 
· Developing culture for listening to feedback and encouraging improvement 
· Enhancing the patient experience through innovative volunteer roles  
 
Our Patient Carer and Experience Strategy and Plans have now been updated with priority areas including; 
 
Creating environments and Services that are accessible for all 

· Improve the ways we involve members of the public in the development of our services 
· Work with Council of Governors to hear feedback from a diverse range of communities 
· Talk with and listen to our local population by hosting and attending events including using more digital 

methods 
· Review the correspondence we provide to our patients including our letters, leaflets and website 

information 
· Provide communication and support training to our staff and volunteers 
· Continue to support Veterans and work towards a Gold Accreditation award 

 
Nurturing partnerships with patients, families and communities for genuine patient led care 

· Ensure all wards and departments have a robust plan for patient experience and engagement activities in 
their area 

· Support personalised care for patients with additional needs and their carers 
· Ensure that carers are involved in planning for their patients care and treatment 
· Develop a range of activities for people living with Dementia to enjoy whilst in hospital 
· Review our approach to Visiting hours across our Trust 
· Developing a culture for listening to feedback and encouraging improvement 
· Review of the Complaints Process and development of PALS service 



· Make changes to our policies to include patients and carers in our recruitment process 
· Create a database of patient feedback to support our staff to make improvements for their areas. 
· Creating a recognisable brand for the patient experience service 
· Ensuring that patients and carers are part of our processes for audits, quality assurance and internal 

reviews of our services 
· Training our staff to use the patient experience toolkit to have good conversations about how we can 

make services better 
· Enhancing the patient experience through innovative Volunteer Roles 
· Develop a talent pipeline for our volunteers to explore opportunities for paid roles 
· Create more high impact volunteering roles across our organisation Would really like the charity to get 

involved with supporting volunteers and particularly in encouraging young volunteers 
· Ensure volunteers are well trained in their roles with opportunities to develop their skills and expertise  
· Improve our recruitment process and communication with volunteers by using a new database 
· Evaluate the impact of volunteering activities across our organisation 
· Supporting governors to have conversations with public at both a local and place level 
· Supporting the Charity to complete more community based work, such as visiting local schools, working 

with businesses, developing relationships with associated charities and community groups 
 
Patient Experience  

· We will provide compassionate, respectful and personalised care ensuring a positive experience for 
patients, families and carers  

· Complaints process reviewed resulting in improved understanding of themes and trends from complaints 
to support quality improvement work  

· Complaints improvement process to improve timeliness and quality of responses  
· Ongoing development of telehealth and digital technology to allow remote patient care 
· Digital Friends and Family Test rolled out across the Trust 
· Compassionate care training commissioned for Health Care Support Workers  



· Dementia bus training for staff to increase awareness of physical, mental and emotional needs of people 
living with dementia 

· Improve the quality of wound care for patients both in Hospital  and the Community  
· Increase in pressure ulcer incidence documented in community services, improvement plan implemented 

and reduction seen in number of pressure ulcers 
 
Our AGH Solutions catering team have already launched an innovative new range of menus for patients, include 
tasty homemade soups, sandwiches and desserts which are served alongside hot meals. Every element of 
nutrition is overseen by an expert dietitian. 
 
In addition, we have started to reinstate the volunteers roles helping the overall patient experience, which for 
prolonged periods during the pandemic were not able to carry on their usual services, although some were able to 
volunteer in different roles including in our vaccination centre and delivering mobility equipment. 

 
We shall further expand our 
health and well being 
promotion and prevention 
initiatives within our local 
system, to support better 
population health and demand 
management 

Across the Bradford District and Craven Place Based Partnership, work has progressed on the Business Case 
proposals for the development of a Health and Well Being Centre in Keighley.  
 
These are due to be completed and submitted to Government during 2022/2023 for potential development by 
2024/2025, designed to meet the needs of the population through a co-ordinated approach to mental, physical 
and social wellbeing, by providing a range of integrated services in the community. 
 
 
 
 
 
 
 
 



Develop and implement our 
Estates Strategy, 
including a significant 
regeneration of the Trust 
buildings and facilities, making 
sure these are flexible and 
adaptable to ensure they 
consider our 
populations current and future 
needs. 
 
 
 
 
 
 
 
 

The Trust has an Estates Strategy that’s been developed and agreed supporting the overall Trust Strategy. 
 
A Strategic Outline Case for a full New Hospital Build as well as phased regeneration plans were developed in 
2021/2022 so these are in place should either be the long term solution supported. These cases shall need to be 
further developed once further announcements are made around the National New Hospitals Programme. Both 
strategic cases developed are based on projected population demand and need. 
 
For regeneration, rapid progress was made on the construction work for the new Intensive Care Unit and Ward 
Decant facility that was made operational in July 2022. The project team won the Project of the Year category at 
the prestigious Health Estates and Facilities Management Association (HEFMA) awards for the £15m modular 
build project, which uses the latest modern methods of construction.  The modular development is a 3500m2 new 
ICU and 30 bed ward, which is the first known all electric inpatient unit in the NHS. This is a pioneering project 
with excellent sustainability credentials.   
 
The Trust has a Ward Decant Programme developed for next 2 to 3 years to support remedial RAAC work whilst 
we await decision on the New Hospitals programme. 
 
Investment in key areas through capital have continued as referenced later in this section. 
 

To significantly focus on 
delivering our environmental 
sustainability challenge with a 
reduction in waste and carbon 
emissions. 
 

The Trust has developed a Green Plan during 2021/2022 to guide our activities across nine areas towards further 
improvement in sustainability in the years ahead. A Sustainability Committee has also been implemented as a 
Board Committee to oversee the direction and delivery of this work, with a specific focus on; 
• Overseeing the strategy, planning and delivery of our aspirations 
• Development of a Green Plan linked to NHS Planning Guidance and West Yorkshire HCP 5 Year Plan 
• Promoting and raising awareness of sustainable development and climate change plans within the Trust, 

ensuring good corporate citizenship as an efficient and effective socially responsible organisation 
• Review and reporting of the Trust performance against relevant local and national targets 
• Promoting and maintaining positive relationships with agencies to promote the Trust’s sustainability agenda 
• Overseeing progress of plans to reduce the cost of carbon 



Key activities demonstrating progress in this area during 2021/2022 include; 
Over several months we have planted a new food forest, bringing with it an edible landscape for visitors, staff, 
and wildlife. The 12-month Edible Airedale project saw 2,650 fruiting trees planted in various locations around the 
hospital site, complementing the greenery already in place and supporting wildlife and habitat creation, improving 
air quality, and having a beneficial effect on wellbeing by reducing stress and nurturing overall mental health. 
Later in the year this won the NHS Forest award for nature recovery. 
 
The procurement team at AGH Solutions, have won an award for their efforts to contribute to a greener NHS. The 
winning AGH Solutions team lead on sustainable procurement for all care organisations across West Yorkshire, 
and the group works together to share good practice and lobby suppliers and the NHS Supply Chain to provide 
sustainable products and services. 
 
The longer term aim for a full new build at the main hospital site would provide a fully carbon neutral hospital. Our 
Strategic Outline Case for this is part of the New Hospitals Programme and awaiting announcement during 
2022/2023. In addition, our modular development with new ICU and Ward facility includes the UK’s first all-electric 
Inpatient Unit, and any further developments of this nature shall include cost and environmentally friendly 
initiatives in their design. 
 

Expand our Community service 
offer to include a wider range 
of Diagnostic testing, 
increased remote Outpatient 
consultations and annual 
increases in Planned Care 
treatments  

Together with partners across Bradford District and Craven, we are putting together development of new 
Community Diagnostics Hubs to be further progressed to start implementation during 2022/2023. This is likely to 
be a hub and spoke arrangement, with a Hub at Eccleshill and various locations in the Airedale, Wharfedale and 
Craven locality currently being considered for both fixed and mobile facilities (e.g. Keighley, Skipton).   
 
Over the past year we have continued to increase the ability to provide Outpatient based consultations by phone 
and through video consultations across a range of specialties. Our Digital Care Hub also continues to develop 
service provision for remote consultations on a 24/7/365 basis.  
 
Our Second Mobile Cancer Care Unit was procured and mobilised which supports the ongoing requirements 
relating to anticipated growth in Oncology demand. 



Opening two additional 
Operating Theatres in 2021, 
progressing a Ward Block 
development to regenerate the 
main base wards and providing 
upgrades to some of our 
community facilities 

Our new Operating Theatres were constructed and opened during 2021/2022, with further work currently ongoing 
to operationalise to full utilisation during 2022/2023. 
 
Modular Ward Blocks are being deployed to support the remedial and reconfiguration work required for RAAC, in 
particular for the base wards as part of our Ward Decant Programme. The first of these Modular Units opened in 
July 2022 (ICU and Decant Ward) with a second Modular Unit (non-clinical) commissioned for development in 
2022/2023. In addition, a mobile Endoscopy Unit has also been built to allow continuity of service provision 
across 2022/2023 whilst remedial works takes place on the existing Endoscopy Unit/Ward 8.   
 
The Trust continued to develop an internally funded Capital Plan (£8.6m in 2021/2022) with delivery of the main 
schemes including; 
• Completion of New Operating Theatres Suite 
• Upgrade of Cardiac Catheter Lab 
• Continued investment in IT 
 
Our Capital Plan for 2022/2023 includes £5.5m of internally generated schemes focussed on medical equipment, 
IT and Estates. In addition, supported through external funding, we shall progress our Scan4Safety development. 
 
With the support of HELP charity, plans are being developed for the creation of a Helipad on the main acute 
hospital site. This shall support patients needing treatment being brought by both Yorkshire Air Ambulance and 
the Children's Air Ambulance services. Other supported schemes include the Trust Charity securing receipt of a 
Pacer Train to be deployed (2021/2022) and funding an upgrade to the Haematology and Oncology Day Unit 
(2022/2023). 
 
Work has started with AGH Solutions reviewing opportunities around our existing community facilities to be 
further developed in 2022/2023 
 



Continue to expand the range 
of choices people have over 
their care. 

For elective and diagnostics activity, we have continued to provide access to care with the choice of an alternative 
provider during the previous couple of years, mainly through Independent Sector capacity being available at 
Yorkshire Clinic, across a range of specialties including General Surgery, Urology, Orthopaedics, Gynaecology, 
Endoscopy and MRI/CT. We currently are utilising some insourcing capacity to provide additional capacity. 
 
In 2021/2022 the Trust has supported that national My Planned Care initiative, providing advice and support to 
the population in preparing for a hospital consultation, treatment, or surgery. This includes providing information 
about waiting times at hospitals and other supporting and local services, ultimately supporting patients choice. 
 

As a large employer and 
partner in the local community, 
we shall implement a range of 
eco-friendly initiatives to 
sustainably reduce our waste 
and carbon emissions by 30%, 
with a longer term aim to be 
carbon neutral by 2050 at the 
latest. 

The Trust has developed an ambitious Green Plan during 2021/2022 to guide our activities across nine areas 
towards further improvement in Sustainability in the years ahead. The plan sets out a framework for sustainability 
and low carbon practice in the way the Trust offers vital healthcare services and to help the NHS to become the 
first health service in the world with net zero greenhouse gas emissions.  The Trust’s Green Plan has 9 areas of 
focus to be achieved within the next 3 years with some of the key initiatives including: 

· A focus on digital transformation with more care being given outside of hospitals or in the patients home 
with outpatient appointments done by video consultation and digital hub providing 24 hour care from home 

· Reduction of energy use by switching to non-fossil fuels and investing in on-site generation. This shall be 
pivotal as the international energy supply and price currently presents a significant challenge 

· Upgrading the hospital lighting to LED 
· Replacing the Trust’s existing fleet with electric vehicles 
· Installing Automatic Meter Readers to the water network to pinpoint areas of high water usage and leaks 
· Reducing the use of gases used in patient care that contribute to GHG emissions 
· Having a sustainable procurement policy and reducing single use plastics 
· Promoting access to green space including creating an edible orchard, a wildlife walk and planting trees 

on the Steeton site 
· Food made on site, higher welfare and more sustainable food options, and supporting regional producers 

wherever possible 
 



Significant progress on carbon emissions and waste had already started to be made, although it should be noted 
that some of these levels have been significantly impacted as a result of the pandemic due to the nature of 
equipment and approach used in dealing with Covid secure environments. 
 
The longer term aim for a full new build at the main hospital site would provide a fully carbon neutral hospital. Our 
Strategic Outline Case for this is part of the Hospital Infrastructure Programme and awaiting announcement 
during 2022/2023. In addition, our modular development with new ICU and Ward facility includes the UK’s first all-
electric Inpatient Unit, and any further developments of this nature shall include cost and environmentally friendly 
initiatives in their design. 
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Purpose of the Report 
 
The purpose of this paper is to provide a monthly update on the quality, safety and performance metrics 
reported within the Integrated Board Review Dashboard; Maternity Services Scorecard and Perinatal 
Surveillance dashboard.  The paper will provide early oversight of any concerns in relation to safety, quality, 
and performance metrics and evidence any actions to improve or understand the reported data.  
 

The paper provides information and assurance to the Trust Board in relation to the continued progress being 
made towards compliance of the Maternity Incentive Scheme Year 4 safety actions, Betterbirths; Continuity 
of Carer and the Immediate and Essential Actions of Ockenden.  The paper will also include any other 
maternity related issues that may affect the quality and safety of the maternity services.  
 

The paper also provides a deep dive into perinatal mortality. 
 

Key Points to Note  
• To provide assurance that the service is continuing to work towards compliance of the Ockenden 

recommendations.   
• To provide assurance that the maternity service remains compliant with safety action 1; CNST 

Maternity Incentive Scheme.  
• To provide an update on the revised CNST benchmarking, current position, areas of risk and 

actions.  
• No change to position in % of Continuity of Carer, this remains paused due to need to maintain 

safe staffing levels on labour ward. 
• To note a decrease in supernumerary labour ward coordinator status 
• The maternity service closed on one occasion in July 2022 with two occasions of an unsuccessful 

unit closure due to other neighbouring trusts also being in escalation. 
• 100% of women continue to receive one to one care in labour. 
• To note the summary from the maternity serious incidents. 

 
EQIA – Equality Impact Assessment  



 

  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

The work reported aims to support an improved experience and safety for our patients within this service. 

Fit with strategic objective 
Population Patients People Partnership Progressive 

x x X  x 

Recommendation  
• The committee is requested to receive and note the updates and the current status of the ongoing 

Quality, Safety and Performance Metrics and any related improvement actions.   
• To note progress and update with the Ockenden Immediate and Essential Actions 
• To note progress, position and actions in relation to the compliance of the CNST Maternity Incentive 

Scheme safety actions 
• To note the summary, root cause and actions in relation to the final Serious Incident Reports.  
• To note the content and assurance around the PMRT Quarterly Deep Dive and compliance to safety 

action 1 CNST. 
 



 

  

Introduction 
 
The purpose of this paper is to provide a monthly update on the quality, safety and performance 
metrics reported within the Integrated Board Report; Maternity Services Scorecard and Perinatal 
Surveillance dashboard.   
 
The paper also provides a summary of the PMRT Surveillance quarterly deep dive and includes an 
appendices and additional paper specific to the PMRT.  This is a requirement of the CNST Maternity 
Incentive Scheme.      
 
This will aim to provide Quality and Safety Committee with assurances around compliance against 
and progress being made in relation to Maternity Incentive Scheme Year 4 safety actions and 
Ockenden.  This will also aim to highlight early oversight of safety concerns or areas of potential non-
compliance.  The paper will include mitigation of associated risks and any recommendations or actions 
to improve standards.   
 
Background and Context 
 
Maternity services have been the subject of significant scrutiny following the publication of the 
Ockenden Report which highlighted serious and significant failings in maternity quality and safety. A 
key improvement was for trusts to ensure that there is a much more detailed understanding of 
maternity safety at Board level. The Quality and Safety Committee are responsible for ensuring there 
is ongoing scrutiny and challenge of maternity key performance indicators, maternal and perinatal 
death, delivery against CNST and the immediate and essential actions set out in both the first and 
second Ockenden Reports. 
 
 
Current Position 
 

Maternity Improvement 
 

Ockenden Report of Maternity Services at Shrewsbury and Telford NHS Trust 
 
 
Work is continuing within the service to improve the evidential requirements and demonstrate 
compliance to the 7 Immediate and Essential Actions (IEA’s).  The progress is being monitored 
monthly through Women’s Integrated Governance and Integrated Performance Review Group.  
 
All trusts in the Region have now received an external visit by NHSE North East & Yorkshire Regional 
Chief Midwifery Officer and a nominated external team.   
 
The trust visit was hosted on the 14th July 2022 and was well received.  The trust has received interim 
high level feedback that has supported the benchmarking that had been undertaken locally.  The 
main themes for areas of improvement included service user involvement in attendance to meetings, 
co-production of guidelines and service changes, how the service will reach to local women to 
improve voices of service users, improved evidence of informed consent and supporting women’s 
choices and further embedding of related audits.   
 
Workforce including obstetric job plans and dedicated programmed activities (PA’s) were noted as 
ongoing.  A full report describing the assurance visit findings and recommendations will be received 
by the trust in the near future and will be presented to Board with the revised Ockenden action plan.   



 

  

 
Table 1. summarises the current status of the Trust’s local action plan in relation to the Interim 
Seven Ockenden Immediate and Essential Actions. (IEA’s) 

 
 Green Amber Red 
IEA 1 11 0 0 
IEA 2 4 2 2 
IEA 3 9 3 0 
IEA 4 5 6 0 
IEA 5 1 2 0 
IEA 6 3 5 0 
IEA 7 2 8 0 
Workforce 1 1 0 

 
 
IEA 2:-  Patient Advocate – awaiting further guidance. Also reverted to amber on MVP elements 
as Ockenden assurance visit identified further QI work needed. 
IEA 3:- Training compliance remains <90% - ongoing progress. Compliance to be declared for 
CNST in December 2022. (Status unchanged from previous report.) 
IEA 4:- Awaiting further guidance around maternal medicine pathways – ongoing. (Status 
unchanged from previous report.)  
IEA 5:- Embedding of audits and improved data extract  - October 2022. (Status unchanged from 
previous report.) 
IEA 6:- TNA pending ratification at PDRG – Deadline October 2022  
IEA 7:- To improve MVP and service user co-production; awaiting LMNS feedback following MVP 
gap analysis on website – October 2022 (Status unchanged from previous report.) 
 
Workforce (8) Guideline production and ratification process to be reviewed and streamlined 
following Ockenden assurance visit feedback. 

  
As a priority, trusts have been instructed to progress towards full compliance of the seven IEA’s but 
work remains ongoing to meet the additional 15 IEA’s received following the final Ockenden report.  
Task and finish groups are in progress to ensure clear lines of accountability, reporting and early 
escalation of challenges from ward/community to Board.  The Ockenden recommendations and 
actions will remain a standing agenda item at the divisional governance meetings and monthly 
updates will be presented to Quality and Safety Committee and to Trust Board either through the 
Chairs report or by a separate update from the Director of Midwifery. 
 
Continuity of Carer (CoC)  
 
There has been no change to the local position on Continuity of Carer (CofC) due to the ongoing 
inability to recruit midwives and ongoing staffing pressures.  The position is unlikely to change until 
September 2022 following recruitment of newly qualified midwives. The requirement is to ensure 
there are plans in place to deliver Continuity of Carer, plans have been developed and shared with 
both the LMS and the Regional Maternity team.  



 

  

 
Maternity Incentive Scheme Year 4 (CNST) 
 
A revised version of the Maternity Incentive Scheme Year Four Safety Actions has been received 
in the trust on the 30 April 2022.   
 
There are some notable changes to several the safety actions that have now been re-benchmarked.  
The table below describes the current position towards compliance of the 10 safety actions and 
sub actions.  
 
Table 1. Summarises the current status of the elements of the safety actions. 
 

Safety 
Action  
1 

Safety 
Action  
2 

Safety 
Action  
3 

Safety 
Action 
4 

Safety 
Action 
5 

Safety  
Action 
6 

Safety 
Action 
7 

Safety 
Action 
8 

Safety 
Action 
9 

Safety  
Action 
10 

A)1 1 A A)1 A 1 1 A A 1)a 
A)2 2 B A)2 B 2  B B 2)b 
B 3 C B)1 C 3  C C C1 
C 4 D C)1 D   D D C2 
D 5 E C)2 E      
 6 F C)3       
 7)CoC1 G D)1       
 7)CoC2 H D)2       
 7)LCP3  D)3       

 
 
 
Areas of risk include:-  
 
Safety Action 2:- By October 2022, Trusts have an up to date digital strategy for their maternity 
services which aligns with the wider trust Digital Strategy and reflects the 7 success measures 
within the What Good Looks Like Framework.  Action:- To work collaboratively with the trust 
digital team to finalise a maternity strategy that will align with the trust strategy; trust 
strategy not due to for review until 2023.  
 
Safety Action 4:-  The obstetric consultant team and maternity senior management team should 
acknowledge and commit to incorporating the principles outlined in the RCOG workforce document 

“Roles and Responsibilities of the consultant providing acute care in obstetrics and gynaecology” 
into their service.  Action:- 1A) Action plan in progress and will be monitored by Women’s 
Integrated Governance and IPR.  
 
Safety Action 6:- Each element of the Saving Babies Lives (SBL) should have been implemented. 
Trusts can implement an alternative intervention to deliver an element of the care bundle.  There 
is a requirement to evidence the delivery of the process indicators for each element.  Each process 

RAG   
Rating 

 

Description. 

 All workstreams/safety actions on target. Evidence collated to demonstrate 
  Workstreams ongoing, forecasted compliance expected with some evidence 

  Risk of Non-Compliance/Safety Action requiring escalation/No evidence to 
support compliance. 



 

  

indicator requires an 80-94% compliance rate otherwise the trust will fail safety action 6.  Where 
compliance is less than 95% an action plan is required.  Action:- Monthly audits are in place and 
reported to Women’s governance group.  Audits that are failing the <95%  have an action 
plan to improve compliance with targeted communications to the wider teams.  
 
Safety Action 8:- 90% of each relevant maternity unit staff group has attended an “inhouse” one 
day  multi-professional training day which includes maternity emergencies, antenatal and 
intrapartum fetal surveillance and newborn life support.  Additional to this; 90% of each relevant 
maternity staff group have attended an “Inhouse” multi disciplinary training day to include antenatal, 
intrapartum fetal monitoring and surveillance.  Action:-  To improve attendance and compliance 
to the fetal monitoring and surveillance training day.  Midwifery Fetal Monitoring Lead 
appointed to substantive post who will prioritise quality improvements. 
 
Quality and Safety Metrics  
 
Perinatal Mortality Review Tool 
Findings of reviews of all Perinatal Deaths using the real time data monitoring  
 
Please note:-  Healthcare Safety Investigation Branch (HSIB) reportable cases may not meet 
the timeframe for a completion of a PMRT within four months.  This is indicated in the 
MBRRACE-UK PMRT case management and accounted for in the external validation 
process.  
Table 1 provides evidence and assurance that the PMRT reporting is on track for compliance 
against safety action 1 – Maternity Incentive Scheme. Revised timescales for reporting period are 
6 May 2022 – 5 December 2022.  
 
Year/ 
Quarter 

Number of 
Perinatal 
Deaths 

Number 
where 
surveillance 
information 
was 
completed 
within one 
month  

Number 
where 
surveillance  
information 
was not 
completed 
within one 
month 

Timeframe for 
review 
completion – 
4 months 

Reasons for 
exception 

2021/2022 5 4 1 5 COVID related 
sickness - 
surveillance was not 
completed within one 
month of the death.  

2022/2023 
Q1 

 
2 
 

 
2 
 

 
0 
 

1 (August 
2022) 
 

 

Q2 1 1 0 2 (November 
2022) 

 

 
 
Table 2:- Perinatal Deaths Cases reviewed and summaries 
 



 

  

Year/ 
Quarter 

Gestation Summary Outcome 

2021/2022  4 perinatal deaths – 3 NND + 
1 Miscarriage  

2 Small for gestational age (SGA) 
– Audit in progress 
1 Smoking – co monitoring and 
process improved: training and 
education of midwives – Audit 
ongoing 
1 gestational diabetes – 
supporting informed choice 
 
 

2022/2023 
Q1 

37 weeks stillbirth Placental dysfunction secondary 
to gestational diabetes. 

Q2    
 
All outstanding PMRT’s have multi-disciplinary engagement and ANHST are working 
collaboratively with Harrogate District Hospital maternity services to ensure PMRT’s and case 
reviews of interest/complexity have an external peer review.   
 
Stillbirths 
 
Table 1 is the summary of cases:- Q1-4  2021-2022  and Q1/Q2 2022-2023 
 

 
All stillbirths are reviewed through the Perinatal Mortality Review Tool process to identify any 
immediate learning and actions.   
 
Table 2 is the running total of pregnancy losses requiring a PMRT in 2021/2022, including the 
number of cases requiring further detailed investigation.  
 
 
 
 
 

Year/ 
Quarter 

Gestation 
/Number  

Summary Outcome 

2021/2022 
 

  6 stillbirths Reduced fetal movement:- 1 
Diabetic:- 2 
Undiagnosed Small for Gestational Age 
(SGA):- 2 
Trisomy 18:-1  

All Antepartum  
Stillbirths. 
SGA Audit ongoing (deep 
dive)  
 

2022/2023 
Q1 

41  
30+4 

Intrapartum stillbirth, placental abruption 
Reduced Fetal Movements  

 PMRT due August 2022 
(HSIB) 
PMRT due September 2022 

Q2 25+1 Reduced fetal movements PMRT due November 2022 



 

  

Year/ Quarter Number of losses  
requiring PMRT  

Running Total   Summary of Outcome 

2021-2022 10 10 PMRT’s outstanding for 1 NND as HSIB 
investigations currently in progress. 

2022-2023 
Q1 

2 Stillbirth  
 

2 Stillbirth  
 

PMRT outstanding 2 stillbirths and 1 
NND – dates planned. 
  

Q2  1 Stillbirth 
 1 Neonatal Death  
(NND) 
  

3 Stillbirth 
1 NND 

PMRT outstanding 1 stillbirth and 1 NND  

    
Total 5 PMRT’s outstanding (2 HSIB) 

 
In response to the findings identified in the PMRT reviews a thematic review of pregnancy losses 
was carried out in May 2022. The outcome identified a theme around scans and estimated fetal 
weights.  This has been shared across the LMS Safer group for wider discussion and shared 
learning.  The maternity services are now performing a quarterly thematic review of pregnancy losses 
in order to triangulate outcomes from PMRT.  An audit has been registered to review the outcomes 
of small for gestational age and large for gestational age pregnancies to assess discrepancies 
against estimated fetal weights and actual birth weights and whether the appropriate management 
plans have been initiated.  Small for gestational age audits are being monitored bi-annually using 
the SABINE audit but additionally to this a monthly key performance indicator has been introduced.   
 
The trust continue to share any themes and learning from reviews of maternity incidents with the 
LMNS and Safer Forums.  
 
Healthcare Safety Investigation Branch (HSIB) 
 
 
HSIB investigated Cases Summary  Outcome/Theme 
2021/2022               1 1 Neonatal Death  Investigation in progress with 

HSIB 
Q1                            2 1 Intrapartum Stillbirth  

 
1 Cooled Baby  

Investigations are in progress 
with HSIB  

 
0 HSIB reportable cases occurred in the month of July 2022.  
 
One report has been received from HSIB for factual accuracy; and no immediate safety actions have 
been noted.  The other two live cases are pending outcomes of ongoing investigations. All HSIB 
reports follow the trust serious incident process and are received at QRG, Assurance Panel, 
commissioners and LMNS.  
 
Coroner prevention of future death reports received 
 
A coroner report has now been received in the trust relating to an incident that was declared in 
March 2022.  6 day neonatal; readmission to the maternity unit.   



 

  

 
Cause of death:-  lymphocytic encephalomyocarditis and enterovirus infection 
 
Serious Incidents (SIs) 
 
There were 0 maternity serious incident declared in June 2022.  
 
Jan Feb March  April  May June July  Aug Sept Oct 
0 2 0 2 0 0 0    

 
It is a requirement of Ockenden that all maternity related Serious Incident reports (and a summary 
of the key issues) must be sent to the trust Board and at the same time to the local LMNS for 
scrutiny, oversight and transparency.  This must be done at least every three months.   
 
ANHST have three serious incidents that have now received an external peer review and these are 
currently going through the local and external governance process. Two of the serious incident 
reports have now been completed and shared with the Clinical Commissioning Group (CCG) and 
have been received by the LMNS for shared learning. Please see the summary below and 
appendices of the full serious investigation reports.   
 
The actions following the investigations include a guideline review and improved management for 
women with an identified placental anomaly and management of women with venous 
thromboembolism (VTE) in pregnancy.  Triangulation of AEF’s, undiagnosed small for gestational 
age and PMRT’s is included in the audit described above. The actions and recommendations are 
monitored through the divisional governance processes and Trust assurance panel.    
 
 
Serious Incidents Summary 
 
 
2022/4383 Intrauterine Death  

• Woman on a high-risk pathway due to maternal age developed symptoms of venous 
thromboembolism (VTE) in pregnancy 

•  Symptoms were investigated, guidelines followed and no thrombosis was identified. 
•  Presented at 40 weeks with an intrauterine death.  
• Symptoms of pulmonary embolism and deep vein thrombosis present on admission in 

labour.  
• Investigations for VTE planned and stillborn baby delivered. 
• Post-mortem investigations noted baby was small for gestational age. 

 
Root cause of the investigation  

• Venous thromboembolism in pregnancy. 
• Undiagnosed Small for gestational age baby. 

 
Recommendations and learning  

• Antenatal admin to be informed when a woman has been investigated for VTE in 
pregnancy  



 

  

• To review the current VTE in pregnancy guidance and patient information 
• Review the current processes in place for the audit of ultrasound growth scans 

 
2022/2849 Baby transferred for Cooling  

• Woman on low-risk pathway, placental anomaly identified at 20 weeks. 
• Pathway for placental anomalies not followed  
• Woman underwent induction of labour for post maturity 
• During the induction process antepartum haemorrhage occurred  
• Baby delivered by caesarean section in poor condition required active brain cooling in 

tertiary unit  
•  

Root cause of the investigation  

• Lack of knowledge regarding the anatomy of a placental succenturiate lobe and the 
potential for bleeding, combined with the lack of a defined pathway following the diagnosis 
of a placental succenturiate lobe. 
 

Recommendations and learning 

• To review the guidance for Placental Praevia and clarify the pathway following identification 
of an anomaly 

• Consider including additional information regarding placental vessels on the ultrasound 
scan report  

• Ensure placentas are sent for histology following fetal compromise which has necessitated 
brain cooling  

 
Maternity Quality & Safety Dashboard Metrics.  
 
Supernumerary status of labour ward coordinator is averaging at around 88%. The month of July 
2022 has shown a slight decrease in supernumerary status with a reported 83%.   This is reflective 
of the current vacancy rates and an additional 5 WTE midwives on maternity leave.  The unit has 
also experienced periods of heightened activity.  Work is in progress to identify how this can be 
improved.  
 
The one to one care in labour remains excellent at 100% for the month of July.  All appropriate 
actions were taken and the Maternity Unit Escalation Policy was adhered to in order to support 
maintaining the one to one care in labour for women. The labour ward coordinators will triage 
women to allow midwives to provide the one to one care in labour.  
 
Staffing:-  Midwifery staffing currently has ongoing vacancies and 5 WTE midwives on maternity 
leave.  This additional to the ongoing sickness rates is resulting in approximately 16% absence rate.   
This is an ongoing concern and is being closely monitored by the senior midwifery teams to ensure 
safety across the whole service.  The position is not predicted to improve until September 2022 
when the appointment of newly qualified midwives will take place.   
 
Midwifery staffing remains as a risk on the divisional risk register and is currently scoring 15.  This 
is being reviewed monthly. The midwifery managers have introduced an on call rota to facilitate the 
unit when the escalation policy is implemented and to provide leadership support with decision 
making.   



 

  

 
The maternity service is continuing to review the AEF reporting for delays in care and treatment that 
may be as a direct result of staffing. All delays are risk assessed by the multi disciplinary team. 
 
Obstetric absence rate:-  Short Term Obstetric consultant absence in the month of July 2022.  This 
is being managed locally with substantive / locum staff. 
 
Service User Voices Feedback 
 
No service user feedback has been shared in the month of June 2022 from service user 
representative of Maternity Voices Partnership (MVP). 
 
The maternity service has received no concerns via the Patient Advice and Liaison Service and 
no complaints.  
 
Staff feedback from Safety Champion Walkrounds 
 
 

• Staffing:-  continues to be the theme in relation to safety champion feedback.  The 
midwifery teams are updated regularly on the staffing position and the senior 
management on call for out of hours support has been received well. 
 

• Medical Gases: relocation of medical gases on labour ward due to maintenance 
works.  This was escalated to safety champions and responded to by Labour ward 
manager and medical gases. No further action. 
 

5.13 GMC Trainees Survey update:- 
 
Annual report received and currently being reviewed.  
 
Maternity Unit Diverts 
 
In the month of July 2022 the maternity unit suspended the service on one occasion; and one patient 
was diverted away from the service. There are two occasions when the unit made an attempt to 
suspend but no other neighbouring units were able to take women. 
 
There is no national, regional or LMS level benchmarking available which would highlight the 
service as an outlier in relation to maternity unit diversions but this is monitored on a monthly basis 
and reported to CCG.   
 
 
 
 
 
 
 
 
Table 3 
 



 

  

Month  Number of Unit 
Closures 

Number of Diverts Number of 
attempted 
Diverts 

Running 
Total 

December 2021 4 0 0 0 

January 2022 2 2 0 2 

February 2022 1 0 0 2 

March 2022 0 0 0 2 

April 2022 1 1 0 3 

May 2022 4 1 2 4 

June 2022 1 0 0 4 

July 2022 1 2 2 5 

 
 
The maternity unit closed on one occasion in the month of July 2022 and one woman was diverted 
away from the service.  The unit closure was due to increased activity, acuity and staffing absence.  
The escalation policy was followed and midwives and managers were re-deployed within the service 
to ensure care for women was safe.   The month of July had 2 attempts to close the maternity unit 
that were successful due to all other neighbouring trusts being in OPEL 3.  This has been escalated 
through the HOMs/CD’s weekly meetings and the LMNS. The Maternity SitRep and escalation as a 
system is being reviewed as it does not take into consideration the re-deployment of workforce and 
elective cases pending.   
 
Conclusion 
 
The maternity services are continuing to progress with the improvement workstreams described 
above with the regional and national recommendations.  It is imperative that continued compliance 
with the IEAs of Ockenden are monitored regularly and any actions are initiated appropriately.  The 
governance structures to strengthen accountability, leadership, monitoring, and compliance is 
currently being finalised and the Ockenden external assurance visit report findings will be 
incorporated into the overarching Ockenden action plan.  Updates to Quality Safety Committee and 
Trust Board will be provided on a monthly or quarterly basis as required.     
 
Recommendations 
 

• To receive this paper 
• To note the update on the Ockenden Immediate and Essential Actions and External 

Assurance Visit interim recommendations.  
• To note the perinatal surveillance reporting of HSIB and maternity SI’s are compliant to 

external reporting and oversight with the LMS and regional quality assurance group 
• To note the content of the maternity serious incident summary.  
• To note the current position against CNST compliance and areas of risk 



 

  

• To note that the service are required to align a maternity digital strategy with the trust digital 
strategy and in line with the What Good Looks Like Framework.  

 



 

 

 
 
 

 
Date of Meeting: 

 
Wednesday 7 September 20202  

 
Meeting: 

 
Public Board of Directors  

 
Title of report: Maternity Incentive Scheme Year 4 Update 

 
Author: 

Sarah Simpson 
Director of Midwifery & Nursing for Women’s & Children’s Group 

 
Previous Forums: 

 

 
Purpose of the Report 

 
The purpose of this paper is to provide information and assurance to the Trust Board in relation to the 
workstreams and progress being made towards compliance of the Maternity Incentive Scheme (MIS) Year 4 
safety actions. 

 
 
 
 

 
Key Points to Note 

1. The updates on the changes within the MIS revised Safety Actions issued in May 2022  
2.  Update on the current compliance status  
3.  Update on the work in progress to achieve compliance 
4.  Trust Board to acknowledge engagement with the RCOG document 
5.  The number of key actions and reports to be taken by or received at the Trust Board, as described in 
     appendix 2. 
 
 
   
EQIA – Equality Impact Assessment 

The work reported aims to support an improved experience and safety for our patients within this service. 

 
 
 
 

Fit with strategic 
objective 

Population Patients People Partnership Progressive 
 
 
 

x x  x 

Recommendation 

The Board of Directors is requested to receive and note the updates and the current status of the   
ongoing work and levels of compliance. 
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Introduction 
 
This report provides an update for Trust Board on the Maternity Incentive Scheme (MIS) Year 
Four Ten Maternity Safety Actions requirements.  This was first published in August 2021, 
revised in October 2021 and then further revised in May 2022. 

 
In order to be eligible for payment under the scheme, Trusts were initially required to submit 
their completed Board declaration form to NHS Resolution by 12 noon on 30 June 2022. 
However, there was an imposed submission deferral issued on the 23

rd. December 2021, 
meaning that there was a 3 month pause in the scheme’s required submission deadlines. Despite 
this, the Divisional team agreed to continue with the planned workstreams to maintain progress. A 
new submission date of the Board declaration form is Thursday 5th January 2023.   

 
Background/Context 

 
As in previous years, members will contribute an additional 10% of the CNST maternity premium 
to the scheme creating the CNST maternity incentive fund. As in year three, the scheme 
incentivises ten maternity safety actions. 

 
Trusts that can demonstrate they have achieved all ten safety actions will recover the element of 
their contribution relating to the CNST maternity incentive fund and will receive a share of any 
unallocated funds. 

 
Trusts that do not meet the ten-out-of-ten threshold will not recover their contribution to the CNST 
maternity incentive fund but may be eligible for a small discretionary payment from the scheme 
to help them to progress against actions they have not achieved. Such a payment would be at a 
much lower level than the 10% contribution to the incentive fund. 

 
To be eligible for payment under the scheme, Trusts must submit their completed Board 
declaration form to NHS Resolution by 12 noon on Thursday 5 January 2023 and must comply 
with the following conditions: 

 
Trusts must achieve all ten maternity safety actions.  

 
The declaration form is submitted to Trust Board with an accompanying joint presentation 
detailing maternity safety actions by the Director of Midwifery and Clinical Director for 
Maternity Services 

 
The Board declaration form must be signed and dated by the Trust’s Chief Executive Officer 
(CEO) to confirm that: 
1. The Trust Board are satisfied that the evidence provided to demonstrate achievement of the 

ten maternity safety actions meets the required safety actions’ sub-requirements as set out 
in the safety actions and technical guidance document included in this document.  

2. There are no reports covering either year 2021/22 or 2022/23 that relate to the provision of 
maternity services that may subsequently provide conflicting information to your declaration 
(e.g. Care Quality Commission (CQC) inspection report, Healthcare Safety Investigation 
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Branch (HSIB) investigation reports etc.). All such reports should be brought to the MIS 
team's attention before Thursday 5 January 2023.         

3. The Board must give their permission to the CEO to sign the Board declaration form prior to 
submission to NHS Resolution.  

4. The Trust Board declaration form must be signed by the Trust’s CEO. If the form is signed 
by another Trust member this will not be considered.  

5. In addition, The CEO of the Trust will ensure that the Accountable Officer (AO) for their 
Clinical Commissioning Group/Integrated Care System (CCG/ICB) is apprised of the MIS 
safety actions’ evidence and declaration form. The CEO and AO must both sign the Board 
declaration form as evidence that they are both fully assured and in agreement with the 
evidence to be submitted to NHS Resolution   

 
          Current position 
 

            Update on the changes within the MIS revised Safety Actions issued in May 2022 and current status 
 

The following information describes where revisions have been made to the year four Maternity incentive 
Scheme (MIS) Ten Safety Actions, areas of current non-compliance and related actions. 

 
Safety Action 1 – Perinatal Mortality Review Tool (PMRT) 
 
No significant changes. 
 
Action: Ongoing monitoring on a monthly basis and reporting to Women’s Governance Group and 
quarterly at Quality & Safety Committee.  Compliance to this standard is also included in the Maternity 
Perinatal Surveillance Paper. 

 
Safety Action 2 - NHS Digital  

 
By October 2022, Trusts have an up to date digital strategy for their maternity services which aligns with the 
wider Trust Digital Strategy and reflects the 7 success measures within the What Good Looks Like 
Framework. The strategy must be shared with Local Maternity Systems and be signed off by the Integrated 
Care Board. As part of this, dedicated Digital Leadership should be in place in the Trust and have engaged 
with the NHSEI Digital Child Health and Maternity Programme.   
 
Action: Maternity Digital Strategy to be completed and aligned with the trust strategy by 18th 
September 2022.  In order to meet this deadline the maternity services are working closely with the 
CNIO and digital teams.  The strategy will have internal sign off prior to sharing with the LMS and 
Integrated Care Board. This will be ratified through Women’s Integrated Governance and Digital and 
Data Transformation Board. 
 
There are a number of additional metrix that are required to be achieved within this safety action.  The July 
2022 data extract highlighted an area of noncompliance against completion of antenatal personalized care 
plan fields.  Data analysis has identified that this is due to the number of women who book with the service 
but who only receive intrapartum or postnatal care at ANHSFT and would therefore not require an antenatal 
care plan.  With this group extracted compliance is 94.6%.  This issue has been raised with NHS Digital and 

https://www.nhsx.nhs.uk/digitise-connect-transform/what-good-looks-like/what-good-looks-like-publication/
https://www.nhsx.nhs.uk/digitise-connect-transform/what-good-looks-like/what-good-looks-like-publication/
https://www.nhsx.nhs.uk/digitise-connect-transform/what-good-looks-like/what-good-looks-like-publication/
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the LMS who have confirmed that they are exploring options to isolate these records in the dataset so they 
will not be included in the denominator.   
 
Action: Ongoing monitoring against the maternity data set (MSDS). 
 
Safety Action 3 – Avoiding Term Admissions into Neonatal Units (ATAIN) 
 
There is now a requirement for a data recording process (electronic and/or paper based) for capturing all 
term babies transferred to the neonatal unit, regardless of the length of stay, is in place. Also, reviews of 
babies admitted to the neonatal unit should now include all neonatal unit transfers or admissions regardless 
of their length of stay and/or admission to BadgerNet. There is currently a process in place to capture this 
information so the revision to this standard has not required any further action to be implemented.   
 
Safety Action 4 - Clinical workforce 

 
 
Obstetric medical workforce 
Sign off at Trust Board level acknowledging engagement with the Roles and responsibilities of the consultant 
providing acute care in obstetrics and gynaecology (RCOG) 2021 document (Appendix A).  
 
Action: The Obstetric team are currently benchmarking against the above referenced (RCOG) 
document.  
 
It is acknowledged that there will be a financial impact on the service in order to meet the recommendations.  
Consultant job plans are in the process of being reviewed to work through the recommendations.  These will 
include twice daily ward rounds including one in the evening/night, compensatory rest following an on call and 
senior oversight of acute gynaecology admissions.  An update will be presented to Trust Board once the 
benchmarking has been completed but engagement with the roles and responsibilities of the consultant 
providing acute care in obstetrics and gynecology has been acknowledged and for noting. 
 
The aim is to align this workstream with the commencement of the 8th and 9th substantive consultants.   
 
Progress updates and associated risks will be monitored through the Divisional Integrated Performance 
Review Group (IPR). 
 
An action plan to review any non-attendance to the clinical situations listed in the RCOG document.  Trusts 
should evidence their position with the Trust Board, Trust Board level safety champions and LMNS meetings 
at least once from the relaunch of MIS year 4 in May 2022.  
 
Action: The service has agreed a process for reporting any non-attendance of a consultant 
obstetrician to the clinical situations listed in the RCOG document.  This is not a change in local 
guidance but improvements have been made on the evidencing of a non-attendance should this occur.  
To date an action plan is not required as the service have not reported any non-attendance. A failsafe 
audit is in place and any non-compliance will be addressed through the governance structures.  
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Safety Action 5 - Midwifery Workforce 
 
Trust Board are to evidence that the midwifery staffing budget reflects the establishment as recommended in 
the Birthrate+ workforce review.  The workforce review was completed in December 2021 and provided the 
service with evidence that the current funded establishment is correct to meet the service requirements but 
there is a recommendation that for the service to meet 100% of all eligible women to receive continuity of  
carer (CofC) an additional 6 whole time equivalent (WTE) midwives are required.  The staffing tool will be re-
visited as part of the work ongoing to re-introduce the continuity of carer teams. 
 
There is an inability to over recruit midwives to meet the Birthrate+ recommendations as required to 
successfully provide 100% of eligible women with a continuity of carer (CofC) model of care.  As a priority 
the service has appointed 9 newly qualified midwives to take it back to the existing funded establishment.  
The workforce strategy includes a phased approach to CofC and includes the recruitment of additional 
midwives and finance planning.  It is anticipated that the workforce will be adequately resourced by 2023/24 
dependent on ongoing recruitment and retention.  
 
CofC remains paused across the maternity services.  A revised CofC action plan has been completed as 
required by Safety Action 9 and shared with the LMS and includes revised timescales with a phased 
introduction of CofC teams.  As part of the CofC planning; a priority for the maternity service will be to offer 
this model of care to the most vulnerable proportion of the population.  
 
Action: Bi-Annual staffing papers have been produced and shared at People Committee and Quality 
Safety Committee.  The next Bi-Annual paper is to be presented in November 2022. 

 
Safety Action 6 – Saving Babies Lives 

 
There is a requirement for Trust Board level consideration of how its organization is complying with the Saving 
Babies Lives care bundle version two (SBLv2) published in April 2019.  All elements of the SBL care bundle 
have been implemented but there remains an outstanding action in relation to the appointment of a substantive 
Pre-Term Obstetric Lead and the introduction of Pre-term Clinics.  This will be complete on appointment of 
the 8th and 9th consultant in September 2022.   
 
There has been a reinstatement of the requirement for the quarterly care bundle survey to be completed until 
the Trust has fully implemented the SBLCBv2 including the data submission requirements. This is a quarterly 
submission to the LMS and the service is compliant to this element of the safety action. 
 
There are a number of process indicators included within safety action 6 of which a trust will fail if compliance 
is less than 80%.  If a process indicator is less than 95% it is a requirement that trusts have an action plan for 
achieving >95%.  The findings of the recent monthly audit identified one of the key performance indicators 
was less than 80%.  Targeted work is ongoing to improve compliance to the audit criteria.  The remaining 
performance indicators are above 80% but currently less than the 95% but the service has completed actions 
to support quality improvements.    
 
There is a quarterly review of all cases of babies born <3rd centile >36+6 weeks gestation.  The review will 
identify themes that can contribute to fetal growth restriction not being detected and will form part of the quality 
improvements.  
 
Action: Monthly audits are embedded to monitor compliance and are being reported through Women’s 
Integrated Governance Group.  Quality improvements against this safety action are ongoing and 
reported through governance and IPR.  
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Safety Action 7 – Maternity Voices Partnership (MVP) 
 
This safety action is around demonstrating that the maternity service has a mechanism in place for gathering 
service user feedback and that we can work with service users through the Maternity Voices Partnership to 
coproduce local maternity services.  The revised safety action includes: 
 
1. Minutes of MVP meetings demonstrating how service users are listened to and how regular feedback is 

obtained, that actions are in place to demonstrate that listening has taken place and evidence of service 
developments resulting from coproduction between service users and staff. 

 
2. Evidence that the MVP Chair is invited to attend maternity governance meetings and that actions from 

maternity governance meetings, including complaints’ response processes, trends and themes, are 
shared with the MVP. 

 
This an area that requires improvement as the service has limited evidence of the MVP Chair attending 
governance meetings.  This was a noted recommendation following the External Ockenden Assurance Visit.  
 
Airedale are currently included in the Bradford, District and Craven Maternity Voices Partnership Group and 
have worked closely with the MVP to engage with service users.  The service has recently participated in 
the 15 Steps exercise and have hosted workshop/engagement events in the local area.  The designated 
Bradford, District and Craven MVP Chair has recently resigned, and this has been escalated to the LMS and 
commissioners.  Once a newly appointed Chair is in post they will be invited to attend various governance 
meetings in order to strengthen the already existing work.     Full compliance to this safety action has 
become a risk due to this and an update will be provided to board.  

Safety Action 8 – Training  
 
It is now stipulated that attendance at the training days (Multi professional emergency training; Fetal 
Monitoring and newborn resuscitation) should be an annual requirement. In addition to this at least 90% of 
each relevant maternity unit staff group is required to attend an inhouse multi professional training day which 
includes a selection of maternity emergencies, antenatal and intrapartum fetal surveillance, and newborn life 
support.   
 
Attendance at training days is problematic due to the current staffing situation and staff groups being re-
deployed to provide clinical care.  The PROMPT obstetric emergency training has been prioritized in order to 
meet the threshold of over 90% but compliance to the fetal monitoring training is a challenge.  A newly 
appointed fetal monitoring midwifery lead will be in post in September 2022 and her role will be to focus on 
targeted work to improve compliance.  A trajectory is in place and it is expected that compliance will be met 
by December 2022.  This is being monitored at Women’s Integrated Governance Groups and Integrated 
Performance Review. 
 
Action: Monthly reporting of training compliance to Women’s Integrated Governance Group and 
Divisional Integrated Performance Review Group.   
 
Fetal monitoring lead and managers are working closely to improve individual members of staff 
compliance.  
 
Targeted work on neonatal unit to improve training compliance to Newborn Life Support.  Action 
plan in place and a robust plan for improved compliance.  
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Safety Action 9 - Safety champions 

 
Revisions have been made to the timescales in Safety Action 9 relating to: evidence of a revised 
written pathway in line with the perinatal quality surveillance model; progress with actioning named 
concerns from staff walkarounds; and, evidence that the Trust’s claims scorecard is reviewed.  

 
• Standard a) and b) timeframes have been extended; evidence of a revised written pathway, 

in line with the perinatal quality surveillance model, that is visible to staff and meets the 
requirements detailed in part a) and b) of the action extended from 10 January 2022 to 16th 
June 2022. 

 
• Evidence that discussions regarding safety intelligence, including the number of 

incidents reported as serious harm, themes identified, and actions being taken to address 
any issues; staff feedback from frontline champions and walkarounds; minimum staffing 
in maternity services and training compliance are taking place at Board level no later 
than 16th June 2022. 

 
• The expectation is that monthly feedback sessions have continued from year 3 of the 

scheme. If for any reason these had been paused, they should be recommenced no later 
than 16th June 2022. The reason for pausing feedback sessions should be captured in the 
minutes of the Board meeting, detailing mitigating actions to prevent future disruption to 
these sessions. 

 
• Evidence that the Trust’s claims scorecard is reviewed alongside incident and complaint data 

and discussed by the maternity, neonatal and Trust Board level safety champions at a Trust 
level (Board or directorate) quality meeting each quarter, beginning no later 
than quarter 2 of 2022/23 (instead of quarter 4 2021/22). 
 
Action:- to improve safety champion engagement and staff listening events.  Freedom 
to Speak up Guardian is planning on joining some listening events.  
 
Action:- To improve the floor to board and board to floor communications.  
Triangulation of information to be improved.  Managers are working on improved safety 
champion notice boards in clinical areas.  
 
Action:- To implement a local process to improve the triangulation of claims, incidents 
and complaints data.  This is currently being finalized.  
 

Safety Action 10 - HSIB/EN reporting 
   
            Safety action 10 has changes made only to the required submissions dates and timescales.     
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. 
Table 1:-  Revised compliance status of safety actions and sub actions  
 
 

Rag Rating Description  
 All workstreams/Safety actions complete  
 Workstreams ongoing, forecasted compliance expected with additional evidence  
 Risk of non-compliance/safety action requiring escalation/limited evidence to support 

compliance  
 
 
     
 
Recommendation 

  
• To receive the update of the revised Maternity Incentive Scheme timescales and date for submission 
• To note the current status of compliance against the safety actions 
• To note the areas of risk of non-compliance 
• To note the content of Appendix A Roles and Responsibilities of the consultant providing acute care in 

obstetrics and gynaecology and the commitment of the obstetric teams in working towards meeting the 
recommendations 

• To note Appendix B and the requirements for reports to be received at trust board and the required 
timescales. 

 
 
 
 

Safety 
Action 1 

Safety 
Action 2 

Safety 
Action 3 

Safety 
Action 4 

Safety 
Action 5 

Safety 
Action 6 

Safety 
Action 7 

Safety 
Action 8 

Safety 
Action 9 

Safety 
Action 
10 

a)1 1 a) a)1 a 1 1 a) a) 1a 
a)2 2 b) a)2 b 2  b) b) 2b 
b) 3 c) b)1 c 3  c) c) C1 
c) 4 d) c)1 d   d) d) C2 
d) 5 e) c)2 e      
 6 f) c)3       
 7)CoC 1 g) d)1       
 7)CoC2 h) d)2       
 7)LCP 3  d)3       
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Appendix B: Trust Board MIS actions and reporting requirements 
 

MIS DECLARATION SIGN OFF 
OR 
SAFETY ACTION 
 

REQUIREMENT FREQUENCY 
OR DATE 

Declaration sign off requirements 
 
 

1. The declaration form is submitted to Trust Board with 
an accompanying joint presentation detailing 
maternity safety actions by the Head of Midwifery 
and Clinical Director for Maternity Services 

2. The Board declaration form must be signed and 
dated by the Trust’s Chief Executive Officer (CEO) 
to confirm that: 

3. The Trust Board are satisfied that the evidence 
provided to demonstrate achievement of the ten 
maternity safety actions meets the required safety 
actions’ sub-requirements as set out in the safety 
actions and technical guidance document included 
in this document.  

4. There are no reports covering either year 2021/22 or 
2022/23 that relate to the provision of maternity 
services that may subsequently provide conflicting 
information to your declaration (e.g. Care Quality 
Commission (CQC) inspection report, Healthcare 
Safety Investigation Branch (HSIB) investigation 
reports etc.). All such reports should be brought to 
the MIS team's attention before Thursday 5 January 
2023.    

 
By 5th January 
2023 

Action 1: Are you using the 
National Perinatal Mortality 
Review Tool to review perinatal 
deaths to the required standard? 

1. Quarterly reports will have been submitted to the 
Trust Board from 6 May 2022 onwards that include 
details of all deaths reviewed and consequent 
action plans.  

 
The quarterly reports should be discussed with the Trust 
maternity safety champion. 

Quarterly 
 
 
 
 

Action 2: Are you submitting data 
to the Maternity Services Data 
Set (MSDS) to the required 
standard? 
 

1. Trust Boards to assure themselves that at least 9 
out of 11 Clinical Quality Improvement Metrics 
(CQIMs) have passed the associated data quality 
criteria in the “CNST Maternity Incentive Scheme 
Year 4 Specific Data Quality Criteria” data file in the 
Maternity Services Monthly Statistics publication 
series for data submissions relating to activity in 
July 2022. The data for July 2022 will be published 
during October 2022. 
 

 

Action 4: Can you demonstrate 
an effective system of clinical 
workforce planning to the 

 
Obstetric medical workforce 

 
 
 

https://digital.nhs.uk/data-and-information/publications/statistical/maternity-services-monthly-statistics
https://digital.nhs.uk/data-and-information/publications/statistical/maternity-services-monthly-statistics
https://digital.nhs.uk/data-and-information/publications/statistical/maternity-services-monthly-statistics
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MIS DECLARATION SIGN OFF 
OR 
SAFETY ACTION 
 

REQUIREMENT FREQUENCY 
OR DATE 

required standard? Sign off at Trust Board level acknowledging engagement 
with the RCOG document (Roles and responsibilities of the 
consultant providing acute care in obstetrics and 
gynaecology) along with an action plan to review any non-
attendance to the clinical situations listed in the document.   
 
Trusts can self-certify compliance with safety action 4 
provided they have agreed strategies and action plans 
implemented to prevent subsequent non-attendances. 
These can be signed off by the Trust Board.  
 
Trusts should evidence their position with the Trust Board, 
Trust Board level safety champions and LMNS meetings at 
least once from the relaunch of MIS year 4 in May 2022.  
 
Neonatal medical workforce  
 
Neonatal medical workforce 
The Trust is required to formally record in Trust Board 
minutes whether it meets the recommendations of the 
neonatal medical workforce. 
 If the requirements are not met, Trust Board should 
evidence progress against the action plan developed in year 
3 of MIS to address deficiencies. 
 
Neonatal nursing workforce 
 
The Trust is required to formally record to the Trust Board 
minutes the compliance to the service specification 
standards annually using the neonatal clinical reference 
group nursing workforce calculator.  
 
For units that do not meet the standard, the Trust Board 
should evidence progress against the action plan developed 
in year 3 of MIS to address deficiencies. 
 
A copy of the action plan, outlining progress against each 
of the actions, should be submitted to the Royal College of 
Nursing (doreen@crawfordmckenzie.co.uk), LMNS and 
Neonatal Operational Delivery Network (ODN) Lead. 
 

By 29th July and 
then monitored 
(locally)monthly. 
 
 
 
At least once 
from the 
relaunch of MIS 
year 4 in May 
2022.  
 

Action 5.  Can you demonstrate 
an effective system of midwifery 
workforce planning to the 
required standard? 

(a)Submit a midwifery staffing oversight report that 
covers staffing/safety issues to the Board every 6 
months, during the maternity incentive scheme year four 

 6 monthly 
 
 
 

mailto:doreen@crawfordmckenzie.co.uk
mailto:doreen@crawfordmckenzie.co.uk
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MIS DECLARATION SIGN OFF 
OR 
SAFETY ACTION 
 

REQUIREMENT FREQUENCY 
OR DATE 

reporting period.  
The report submitted will comprise evidence to support 
a, b and c (LW Co-Ordinator Supernumerary status) 
progress or achievement, as described below. 
 
(b) In line with midwifery staffing recommendations from 
Ockenden, Trust Boards must provide evidence 
(documented in Board minutes) of funded establishment 
being compliant with outcomes of BirthRate+ or 
equivalent calculations. 
Where Trusts are not compliant with a funded 
establishment based on BirthRate+ or equivalent 
calculations, Trust Board minutes must show the 
agreed plan, including timescale for achieving the 
appropriate uplift in funded establishment. The plan 
must include mitigation to cover any shortfalls. 

 
if we do not have 100% supernumerary status for 
the labour ward coordinator. 
An action plan detailing how the maternity service 
intends to achieve 100% supernumerary status for the 
labour ward coordinator which has been signed off by 
the Trust Board, and includes a timeline for when this 
will be achieved. 

 
If we do not have 100% compliance for 1:1 care in 
active labour.  
An action plan detailing how the maternity service 
intends to achieve 100% compliance with 1:1 care in 
active labour has been signed off by the Trust Board, 
and includes a timeline for when this will be achieved.  

 
 
 
 
Not defined 
 
 
 
Not defined 
 
 
 
 
 
 
Not defined. 
 
 
 
 
 
 
 
Not defined 

Action 6:  
Can you demonstrate 
compliance with all five elements 
of the Saving Babies’ Lives care 
bundle version two? 

1.  Trust Board level consideration of how its 
organisation is complying with the Saving Babies' 
Lives care bundle version two (SBLCBv2), 
published in April 2019. 

Element four (Training) 
There should be Trust board sign off that staff training on 
using their local CTG machines, as well as fetal monitoring 
in labour are conducted annually. The fetal monitoring 
sessions should be consistent with the Ockenden Report 
recommendations, and include: intermittent auscultation, 
electronic fetal monitoring with system level issues e.g. 
human factors, escalation and situational awareness.  
The Trust board should specifically confirm that within their 

Via the MIS 
declaration 
form. 
 
 
 
Not defined 
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MIS DECLARATION SIGN OFF 
OR 
SAFETY ACTION 
 

REQUIREMENT FREQUENCY 
OR DATE 

organization 90% of eligible staff (see Safety Action 8) have 
attended local multi-professional fetal monitoring training 
annually as above.  

Action 8:  
Can you evidence that a local 
training plan is in place to ensure 
that all six core modules of the 
Core Competency Framework 
will be included in your unit 
training programme over the next 
3 years, starting from the launch 
of MIS year 4? 
In addition, can you evidence that 
at least 90% of each relevant 
maternity unit staff group has 
attended an ‘in house’, one-day, 
multi-professional training day 
which includes a selection of 
maternity emergencies, antenatal 
and intrapartum fetal surveillance 
and newborn life support, starting 
from the launch of MIS year 4? 
 

Covid 19 impact on Training 

Face to face training: 

For situations where this is not possible face to face, remote 
or digital training (which covers the requirements within the 
safety actions) will be accepted to count towards the training 
percentage. 

It is recognised that temporary modifications may be 
necessary in light of the Covid-19 pandemic. In such cases 
the Board must ensure that these are mitigated and 
agreed to ensure the safe provision of services. Details of 
any modifications, and the agreed mitigations will be 
expected to be shared with the Trust Board by 16 June 
2022. 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
By 16th June 
2022 
 
 
 
 
 
 
 
 
 
 

Action 9:  
Can you demonstrate that there 
are robust processes in place to 
provide assurance to the Board 
on maternity and neonatal safety 
and quality issues? 
 

1. Board level safety champions present a locally 
agreed dashboard to the Board quarterly, including; 
the number of incidents reported as serious harm, 
themes identified and actions being taken to 
address any issues; staff feedback from frontline 
champions and walk-abouts; minimum staffing in 
maternity services and training compliance are 
taking place at Board level no later than 16 June 
2022.  
 

2. NB, The training update should include any 
modifications made as a result of the pandemic / 
current challenges and a rough timeline of how 
training will be rescheduled later this year if 
required. This additional level of training detail will 
be expected by 16 June 2022. 
 

3. Evidence of Board level oversight and discussion of 
the revised continuity of carer action plan 
 

Quarterly, from  
16 June 2022. 
 
 
 
 
 
From 16th June  
2022. 
 
 
 
Not defined. 
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Date of Meeting: Wednesday 7th September 2022 

Meeting:  Public Board of Directors 

Title of report:  Non-Executive Director Maternity Champion Report  

Author: Nadira Mirza Non-Executive Director/Maternity Safety Champion 

Previous Forums:  

Purpose of the Report 
 

• To update the Board on the activities undertaken and observations made by the 
Non-Executive Director (NED) Maternity Safety Champion (MSC) since the last Board 
meeting of the Trust. 

• To alert the Board of any new concerns regarding Ockenden. 
 

Key Points to Note  
  

• The successful Ockenden assurance visit in July 
• Action points emerging from visit 
• New engagements  

 
EQIA – Equality Impact Assessment  

The work reported aims to support an improved experience for ALL our patients and people by 
seeking views on the services received or delivered. 
 

Fit with strategic 
objective 

Population Patients People Partnership Progressive 

          

Recommendation  
 
That the Board: 

• Seeks assurance that the NED and executive MSC are executing their roles appropriately. 
• Note the outcome of the Ockenden assurance visit. 
• Make observations to feed into the review of the MSC role. 
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Non-Executive Director Maternity Champion Report 

Board of Directors  

Wednesday 7th September 2022 

Introduction  
 
This report outlines the role of the NED MSC as required by the Ockenden review of maternity 
services and gives the Board an indication of observations made in this period. 
 
Background/Context  

The recommendation of the Ockenden review into maternity care is that all acute trusts with 
maternity services appoint board level safety champions who are directors at both non-executive 
and executive level, who will provide the objective scrutiny needed to ensure safe and excellent 
services.  
 
As the NED MSC I am keen to hear directly from our people and patients in maternity services 
about their experiences, ideas for improvement including barriers they face in providing the 
services they want to see and the changes and developments they would like to see. 
The role of the NED MSC in the Ockenden review is as follows: 

The NED Champion will act as a support to the Board Perinatal Safety Champion by: 
• Bringing a degree of independent, supportive, challenge to the oversight of maternity 

services, 
• Ensuring that they are resourced to carry out their role, 
• Challenging the Board to reflect on the quality and safety of its maternity services, 
• Ensuring that the views and experiences of patients and staff are heard. 

 
Together the NED and the board-level safety champion (Executive Director – ED) should: 

• Adopt a curious approach to understanding quality and safety of services, 
• Jointly, with frontline safety champions, draw on a range of intelligence sources to review 

outcomes, including staff and user feedback to fully understand the services they 
champion, 

• Update the Trust Board on issues requiring board-level action. 
 

Current Position/Activities 

The Airedale Bradford and Craven District Maternity Voices Partnership (MVP) meeting on the 9th 
of June was an opportunity to be updated on developments by the Airedale and Bradford maternity 
teams, the MVP, including the breast-feeding strategy and the work of Better Start and the Districts 
Doulas. The common messages included the need to achieve a safe staffing before continuity of 
Care could be implemented, importance of a patient portal and move away from paper files, 
development of virtual anti-natal sessions, training of breast-feeding buddies. 

It was clear that developments needed to be shaped and delivered according to the individual 
cultural and social needs of women and their families, new communities to the district were also 
considered. This reiterates the need to delve deeper into the data around service users and 
patients. 

The Ockenden Assurance Visit to the Trust on 14th July was a significant and successful event, this 
was led by the Regional Chief Midwife, Tracey Cooper and her team that included the chair of the 
District’s MVP, Laila Ahmed.  
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The visit included an interview with all the MSC’s, the team was particularly interested in the how 
the NED MSC executed her role and was perceived by the Trust staff. An in-depth discussion took 
place that was initiated with questions around; What the NED’s activities are within their JD, local 
and regional MSC meetings and participation, engagement with staff, service users and the MVP, 
evidence of activities presented at Board. They asked about examples of actions and 
improvements, how the NED supported the Board level champion, how they communicated and 
challenged, and worked as a duo to escalate issues/concerns to the Board. 

Feedback at the time was positive, the team stated that Trust staff welcomed MSC visits and 
appreciated the interaction they had with the NED MSC. 

The ED MSC report provides further detail about the outcome of the visit, the MVP chair has asked 
to join the Trust MSC meetings (as she does in Bradford) to ensure she can provide bespoke 
support.  

Next steps  

The Head of Maternity Services and the NED MSC are meeting to review and strengthen the role 
of the MSCs in the light of the Ockenden visit and learning to date. This will be an opportunity to 
discuss and agree how the NED MSCs recommendations are taken forward. 

The NED MSC has been invited to attend the Better Births workshop 15th September. This is an 
event organised by the Act as One partnership. It will be an opportunity to learn from the 
partnership as well as showcase the Trusts work in this area including NED engagement.  

The Cultural Heritage and Diversity lead for the Keighley Creative, Javed Bashir, has offered to 
engage with us to support community engagement around maternal health, the MSCs and head of 
maternity will discuss how the Trust can maximise this opportunity.  

Conclusion  

The Ockenden visit was successful, with our staff receiving positive feedback on the day. Any 
actions from the visit will be addressed and the Board kept updated. 

The review of the NED MSC role is a positive step in ensuring the maternity service maximises the 
interaction and opportunities this affords. 

The link with Keighley Creative will be an opportunity to engage with communities in an innovative 
way and enhance the reputation of the Trust. 

Recommendations  

That the Board: 

• Seeks assurance that the NED and executive MSC are executing their roles appropriately. 
• Note the outcome of the Ockenden assurance visit. 
• Make observations to feed into the review of the MSC role. 



 

  

 

 

Date of 
Meeting: Wednesday 7th September 2022 

Meeting:  Public Board of Directors  

Title of report:  Position statement re Star and Arthur National Child Safeguarding Practice 
Review Report 

Author: Jo Newman, Named Nurse Safeguarding Children 
 

Presented by: Amanda Stanford, Chief Nurse 

Previous 
Forums: Summary review of full report shared Strategic Safeguarding Group 21/7/22 

Purpose of the Report 
Following the tragic deaths of Arthur Labinjo-Hughes in Solihull, and Star Hobson in Bradford in 
2020, and the subsequent murder trials and convictions in December 2021 of their parents and 
partners, a national review of learning from the two cases was initiated.  
 
This briefing provides a summary regarding the background and methodology to the national panel 
review regarding these children.  The recommendations and areas for development are 
summarised and a position statement regarding action required is included. 
Key Points to Note  
The review explores why the public services and systems designed to protect Arthur and Star 
were not able to do so.  

It also looks at wider issues and evidence from serious safeguarding incidents reviewed by the 
Panel in the last three years.  

Based on these findings, the Panel sets out both local and national recommendations to improve 
the child protection system in England. The full report was published 26th May 2022 and is 
available  here.   

EQIA – Equality Impact Assessment  

The report reflects the learning from the national panel review and action required of 
safeguarding partners.  

Fit with 
strategic 
objective 

Population Patients People Partnership Progressive 

ü ü ü ü ü 

Recommendation  

The Board of Directors is asked to note the content and support the safeguarding children team 
in addressing the recommendations. 



 

  

Briefing paper regarding National Panel Safeguarding Children 
Practice Review regarding Star Hobson and Arthur Labinjo-Hughes 

 
Introduction   

This paper summarises the background and methodology to the national panel review regarding 
these children.  The recommendations are summarised, and action required is included. 

Background / Context   

The review explores why the public services and systems designed to protect Arthur and Star were 
not able to do so. It also looks at wider issues and evidence from serious safeguarding incidents 
reviewed by the Panel in the last three years. Based on these findings, the Panel sets out both 
local and national recommendations to improve the child protection system in England.  

Current Position   

Within ANHSFT we have actively contributed to the identification of learning and ongoing action 
plan development with the Named Nurse Safeguarding Children being a panel member for the 
Local Child Safeguarding Practice Review.  An initial action plan was collated following this review 
and we have continued to progress our actions.   

Next steps  

The report also sets out key messages for all Safeguarding Partners to reflect on, and assure 
themselves on including: 

· Robust multi-agency strategy discussions are always being held whenever it is suspected a 
child may be at risk of suffering significant harm. 

· Sufficient resources are in place from across all agencies to allow for the necessary multi-
agency engagement in child protection processes e.g., strategy discussions, section 47 
enquiries, Initial Child Protection Conferences. 

· There are robust information sharing arrangements and protocols in place across the 
Partnership. 

· Referrals are not deemed malicious without a full and thorough multi-agency assessment, 
including talking with the referrer, and agreement with the appropriate manager. Indeed, the 
Panel believes that the use of such language has many attendant risks and would therefore 
discourage its usage as a professional conclusion. 

Conclusion  

Although local recommendations are specific to the local areas, it is important to acknowledge the 
learning is pertinent to all partners nationally, as system wide reform is key to improving outcomes 
in the long term. To strengthen the protection of children from significant harm the panel made 
eight recommendations to bolster child protection practice and ensure the systems, processes, 
leadership, culture and wider service context are enablers for our safeguarding professionals 
rather than barriers.  

Recommendations -   
 
To receive the report, note the content and support the safeguarding children team with meeting 
the recommendations.  
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Position Statement regarding Star Hobson and Arthur Labinjo-Hughes August 2022 

Introduction 

Following the tragic deaths of Arthur Labinjo-Hughes in Solihull in June 2020, and Star 
Hobson in Bradford in September 2020, and the subsequent murder trials and convictions in 
December 2021 of their parents and partners, a national review of learning from the two 
cases was initiated. The full report was published 26th May 2022 and is available  here.  A 
Child Safeguarding Practice Review was already in progress in Bradford prior to the national 
panel review.  

This paper provides a summary regarding the background and methodology to the national 
panel review regarding these children.  The recommendations and areas for development 
are summarised and a position statement regarding action required is included. 
Background 
The review was undertaken by the national independent Child Safeguarding Practice Review 
Panel who commission reviews of serious child safeguarding cases.  This is with a focus on 
improving learning, professional practice, and outcomes for children, based on the possibility 
of identifying improvements from cases that it views as complex or of national importance. 
The review explores why the public services and systems designed to protect Arthur and 
Star were not able to do so. It also looks at wider issues and evidence from serious 
safeguarding incidents reviewed by the Panel in the last three years. Based on these 
findings, the Panel sets out both local and national recommendations to improve the child 
protection system in England.  
The review was initiated due to the severe level of harm experienced by Arthur and Star, 
whilst public agencies were involved with their families. The Panel draws similarities 
between both cases. Arthur and Star were both murdered in 2020 because of sustained 
abuse and neglect by their caregivers. Professionals and family members had previously 
thought their parents capable of providing good care to them. However, wider family 
members voiced multiple concerns and shared evidence of physical abuse with 
professionals prior to their deaths. There was also a history of domestic abuse in both cases. 
Methodology 
The methodology used by the Panel in determining this review was, not to undertake two 
individual child safeguarding practice reviews in relation to Arthur and Star, but to apply 
learning from the deaths of these two children to the national system. 
The Panel`s key working principles were to draw on its independent national role to analyse 
robustly and objectively the effectiveness and quality of safeguarding systems, processes, 
policy, and professional behaviours. 
Recommendations are evidence based and drawing upon the panel’s experience and 
research. The Panel engaged key organisations and representative bodies at relevant points 
of review. This included appropriate engagement with the Independent Review of Children`s 
Social Care (McAlister Review) which was published the same week on 23rd May 2022.  
What can be learnt from Star and Arthur’s deaths? 
In analysing what happened to Arthur and Star and how public agencies responded, the 
review identified a set of issues which hindered professionals’ understanding of what was 
happening to Arthur and Star. These were: 

· Weaknesses in information sharing and seeking within and between agencies. 
· A lack of robust critical thinking and challenge within and between agencies, 

compounded by a failure to trigger statutory multi-agency child protection processes 
at a number of key moments. 
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· A need for sharper specialist child protection skills and expertise, especially in 
relation to complex risk assessment and decision making; engaging reluctant 
parents; understanding the daily life of children; and domestic abuse. 

· Underpinning all of the above, a need for leadership and management which has a 
powerful enabling impact on child protection practice and creates and protects the 
optimum organisational context for undertaking this complex activity. 

These are not new issues – they recur across serious incidents in a number of areas 
nationally, which the Panel sees on a fortnightly basis through the rapid reviews and local 
child safeguarding practice reviews. 
Key practice issues featuring in Star and Arthur’s stories included; 

· Lack of timely and appropriate information sharing, for example, photographs of 
bruising to Arthur were not shared with the MASH; and limited information seeking, 
for example, concerns raised by Arthur and Star’s family members were not 
unpicked. 

· Evidence was not pieced together and considered in the round e.g. for Star, 
each referral was treated as a different episode and the evidence was not looked at 
altogether. 

· Understanding what the child’s daily life is like, where this might not be 
straightforward with both Arthur and Star there was limited direct work. Additionally, 
the histories of those involved in their lives, e.g. Frankie Smith and Savannah 
Brockhill, were not looked into sufficiently. 

· Listening to the views of the wider family and those who know the child well – 
in Arthur and Star’s stories a significant gap was the failure to talk to and listen to 
wider family members. 

· Appropriate response to domestic abuse – the impact of domestic abuse on 
Arthur and Star was not explored in depth; concerns about domestic abuse towards 
Star’s mother were considered episodically and not investigated sufficiently; 
information about Emma Tustin’s history of domestic abuse was not triangulated 
between agencies. 

· Working with diverse communities – assumptions and biases relating to culture, 
ethnicity, gender and sexuality affected how practitioners understood Arthur and 
Star’s daily experiences and risks to their safety. 

· Working with families whose engagement is reluctant and sporadic – in Arthur 
and Star’s stories, professionals were increasingly kept at arm’s lengths by the 
perpetrators. There was also signs of parental avoidance of professionals. 

· Critical thinking and challenge – there were missed opportunities for critical 
thinking and challenge within and between agencies and to consider information 
altogether e.g. Strategy Meetings were not held prior to the home visit to see Arthur 
and before Star’s Child Protection Medical. 

· Leadership and culture – common to both Bradford and Solihull was a weak ‘line of 
sight’ to frontline practice by Safeguarding Partners. 

Assessment 
Although local recommendations are specific to the local areas involved in the two cases, it 
is important to acknowledge the learning is pertinent to all partners nationally, as system 
wide reform is key to improving outcomes in the long term. 
The panel found evidence of professionals carrying out effective child protection every day 
and it is important to acknowledge this.  To strengthen the protection of children from 
significant harm across the country the panel made eight recommendations to bolster child 
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protection practice and ensure the systems, processes, leadership, culture and wider service 
context are enablers for our safeguarding professionals rather than barriers.  
Recommendations and action required 
The report also sets out the following key messages for all Safeguarding Partners to reflect 
on: 
All Safeguarding Partners should assure themselves that: 

· Robust multi-agency strategy discussions are always being held whenever it is 
suspected a child may be at risk of suffering significant harm. 

· Sufficient resources are in place from across all agencies to allow for the necessary 
multi-agency engagement in child protection processes e.g., strategy discussions, 
section 47 enquiries, Initial Child Protection Conferences. 

· There are robust information sharing arrangements and protocols in place across the 
Partnership. 

· Referrals are not deemed malicious without a full and thorough multi-agency 
assessment, including talking with the referrer, and agreement with the appropriate 
manager. Indeed, the Panel believes that the use of such language has many 
attendant risks and would therefore discourage its usage as a professional 
conclusion. 

Changes nationally 
The review outlines that the way child protection work is undertaken currently is not 
benefitting from the wealth of knowledge and skill we hold about the benefits of multi-
disciplinary and multi-agency practice. It recommends that we need: 

· Fully integrated multi-agency investigation and decision making, end-to-end across 
the child protection process; embedded in both structures and cultures. 

· Those with the greatest expertise and skill doing the most difficult child protection 
work. 

· Leaders who know what it takes to deliver an excellent child protection response and 
can create the organisational context in which this can flourish. This includes 
prioritising child protection, ensuring the resources necessary to deliver the work are 
in place, and working tirelessly to remove barriers that get in the way. 

The review proposes that the new Multi-Agency Child Protection Units would be organised 
and delivered at a local level. Multi-agency professionals would be employed by their ‘home’ 
agency but seconded into the child protection unit, bringing their agency function with them. 
It is expected that units would be hosted by the local authority to ensure smooth join-up with 
the rest of children’s social care. 
Child protection is absolutely core work for all children’s social workers. It is also a priority for 
any agency that works with children, especially police, health and schools. Whether they are 
a social worker or health visitor, teacher or GP, police officer or paediatrician, every day they 
need to make difficult decisions, often in a short time frame, which deeply affect the lives of 
children and families. The core child protection statutory processes – of investigating child 
protection concerns, child protection planning and implementation, and reviewing progress – 
are key points where integrated multi-agency involvement and specialist child protection 
skills are very critical. 
Star and Arthur’s deaths illustrate the limitations of taking a single agency approach to 
investigating concerns when statutory multi-agency procedures were needed. 
There are eight national recommendations in total. They are: 
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· Recommendation 1: A new expert-led, multi-agency model for child protection 
investigation, planning, intervention, and review. 

· Recommendation 2: Establishing National Multi-Agency Practice Standards for 
Child Protection. 

· Recommendation 3: Strengthening the local Safeguarding Partners to ensure 
proper co-ordination and involvement of all agencies. 

· Recommendation 4: Changes to multi-agency inspection to better understand local 
performance and drive improvement. 

· Recommendation 5: A new role for the Child Safeguarding Practice Review Panel in 
driving practice improvement in Safeguarding Partners. 

· Recommendation 6: A sharper performance focus and better co-ordination of child 
protection policy in central Government. 

· Recommendation 7: Using the potential of data to help professionals protect 
children. 

· Recommendation 8: Specific practice improvements in relation to domestic abuse. 
 

Current local position and action required. 
The summary report from the national panel review was tabled at the July Strategic 
Safeguarding Children and Adults group for learning and dissemination.   
Within ANHSFT we had no involvement with Star until the day of her death.  We have 
however actively contributed to the identification of learning and ongoing action plan 
development with the Named Nurse Safeguarding Children being a panel member for the 
Local Child Safeguarding Practice Review.   
An initial action plan was collated following this review and we have continued to progress 
our actions.  These have included; 

· Review and strengthening the resource allocated to the Named Safeguarding 
Midwife 

· Establishing a process for safeguarding oversight of pregnant vulnerable women and 
· Increasing staff knowledge regarding domestic abuse through the role of the hospital 

independent domestic violence advisor.  
The review sets out six key recommendations for the safeguarding children partnership in 
Bradford and these are summarised below;  

· To review strategic and operational responsibilities as recommended nationally by 
this review, including making sure that there is a good understanding of learning from 
the review, good oversight of performance and that priorities are agreed.  

· To review, develop, commission and resource a comprehensive, early help offer 
which can be accessed before/during and after the completion of any child and family 
assessment by children’s social care.  

· To agree clear expectations regarding risk assessment and decision making and 
these are understood by all agencies.  

· To jointly review and commission domestic abuse services to guide the response of 
practitioners and ensure there is a robust understanding of what the domestic abuse 
support offer is in Bradford.  

· To ensure that all practitioners understand their role when considering allegations of 
bruising including consideration of images which appear to show bruising.  

· To review information sharing protocols to ensure that practitioners have an accurate 
understanding what data is available what information must be shared.  
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A further multi-agency action plan to address the local and national panel recommendations 
is currently being collated through the Local Safeguarding Children Partnership.  Health 
representation on this working group is via the designated nurse and designated doctor for 
child protection.  Once agreed, progress against this action plan will be monitored via the 
Case Review Subgroup to be consistent with the governance processes for the safeguarding 
children partnership.   
Partner agencies have delivered training packages, updated guidance to their own agencies 
and the partnership will, with the Children’s Improvement Board and the Children’s 
Commissioner ensure multi-agency collaboration to meet local and national 
recommendations. In addition to reflect the transferrable learning we will present the action 
plan to a future Strategic Safeguarding Children and Adult Group meeting.  
 
 
For additional detail please contact Jo Newman Named Nurse Safeguarding Children 
joanne.newman6@nhs.net  
 
 
 
 
Summary prepared by Jo Newman Named Nurse Safeguarding Children August 2022  

 

 

 



 

  

Date of Meeting: Wednesday 7th September  

Meeting:  Public Board of Directors 

Title of report:  Designated Body Annual Board Report and Statement of Compliance 

Author: Dr Meg Crossley Responsible Officer Airedale NHS Foundation Trust 

Presented by: Dr Meg Crossley 

Previous 
Forums: EDG 

Purpose of the Report 

To help the Designated Body review the effectiveness of appraisal, appraisal data, 
recommendations to the GMC, medical governance and employment checks and to 
demonstrate compliance with the Responsible Officer regulations 

Key Points to Note  
 Due to the ongoing pandemic and changes in HR personnel we have not made as much 
progress on some actions as we hoped we would.  
We have improved the way we support new to UK doctors and doctors in locum and short-term 
posts. By taking the requesting of RO TOI’s into the APO Unit we are now successfully receiving 
these documents. We have broadened the number of people in the senior medical leadership 
team with knowledge of the RO role and the Case Investigator role. 
Further work is needed to share new starter information, and to ensure that the outcomes from all 
complaints/PALS concerns and SIRIs are shared appropriately and discussed at appraisal. Work 
is ongoing to develop a reporting system to give assurance around the fairness of our decision 
making with respect to protected characteristics. 
There is now a significant risk to the organisation that we will fail to meet our statutory duty to 
provide all of our doctors with an appraisal this year. 

EQIA – Equality Impact Assessment  
Well led and delivered appraisal and revalidation processes help to ensure high standards of 
clinical care benefiting patients and our population.  
The challenges faced by Drs who did not train in the UK are recognised more locally and 
nationally and the RO and their team, alongside the Director of Medical Education and their 
team, have improved the support for this group of doctors. 
The challenges that appraisal can pose to neurodiverse doctors is now more clearly recognised. 
Work is ongoing to modify the process where appropriate and to support these doctors so that 
appraisal can be a positive and worthwhile experience. 

Fit with strategic 
objective 

Population Patients People Partnership Progressive 

 x x x  



 

  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Recommendation  
The board is asked to review the content of this report and confirm the organisation is compliant 
with The Medical Profession (Responsible Officers) Regulations 2010 (as amended in 2013). 
Specifically the board is asked to ensure that the Responsible Officer has access to a budget to 
support appraisal and revalidation in this organisation. 
 



 

  

Designated Body Annual Board Report and Statement of Compliance 2022 

Airedale NHS Foundation Trust Board of Directors Public meeting 7th September 2022 
 
Introduction 

This Board Report sets out the key requirements for compliance with Responsible Officer 
regulations and key national guidance addressing appraisal and revalidation, and provides a 
format to review these requirements, so that the designated body can demonstrate not only basic 
compliance but continued improvement over time. Completion of the template will therefore: 

A) help the designated body in its pursuit of quality improvement,  

B) provide the necessary assurance to the higher-level responsible officer, and 

C) act as evidence for CQC inspections. 

Background / Context  

In order to employ doctors, Airedale NHS Foundation Trust must be recognised as a Designated 
Body. For this to be maintained we have to be able to demonstrate our ongoing compliance with 
national regulations surrounding appraisal and revalidation.  

The completion, review and submission of this report is part of those requirements.  

Current Position 

 We provided complaint appraisals for all of our connected doctors in 21/22. We made good 
progress against some of the actions from last year’s board report. 

Next steps 

Further work will be done with Quality and Safety and HR partners to develop more robust 
information sharing and reporting systems 

The Responsible Officer requires access to a ring fenced budget of appropriate size to ensure that 
the Trust can remain complaint with regulations. 

Conclusion  

We met our statutory responsibility with regard to the Responsible Officer Regulations in 2021/22. 
We have made progress in some areas to make our appraisal, revalidation and associated 
systems more robust, accessible and useful. We have highlighted areas where we want to target 
further work in 2022/23. 

Lack of a budget is putting on-going compliance at risk. 

Recommendations 

The board is asked to review the content of this report and confirm the organisation is compliant 
with The Medical Profession (Responsible Officers) Regulations 2010 (as amended in 2013). 

Specifically the board is asked to ensure that the Responsible Officer has access to a budget to 
support appraisal and revalidation in this organisation. 



 
Classification: Official 
 
Publications approval reference: B0614 
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Introduction: 

The Framework of Quality Assurance (FQA) for Responsible Officers and 
Revalidation was first published in April 2014 and comprised of the main FQA 
document and seven annexes A – G.  

In 2019 a review of the Annual Organisational Audit (AOA), Board Report template 
and the Statement of Compliance concluded with a slimmed down version of the 
AOA (Annex C) and a revised Board Report template (Annex D), which was 
combined with the Statement of Compliance (previously listed as Annex E) for 
efficiency and simplicity. 

Annual Organisational Audit (AOA):  

At the end of April 2021, Professor Stephen Powis wrote to Responsible Officers 
and Medical Directors in England letting them know that although the 2020/2021 
AOA exercise had been stood down, organisations will still be able to report on their 
appraisal data and the impact of adopting the Appraisal 2020 model, for those 
organisations who have, in their annual Board report and Statement of Compliance.  

Board Report template:  

Following the revision of the Board Report template in June 2019 to include the 
qualitative questions previously contained in the AOA, the template has been 
further updated this year to provide organisations with an opportunity to report on 
their appraisal data as described in the letter from Professor Stephen Powis.  

A link to the letter is below: 

https://www.england.nhs.uk/coronavirus/publication/covid-19-and-professional-
standards-activities-letter-from-professor-stephen-powis/ 

The changes made to this year’s template are as follows: 

Section 2a – Effective Appraisal 

Organisations can use this section to provide their appraisal information, including 
the challenges faced through either pausing or continuing appraisals throughout 
and the experience of using the Appraisal 2020 model if adopted as the default 
model.  
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Section 2b – Appraisal Data 

Organisations can provide high level appraisal data for the period 1 April 2021 – 31 
March 2022 in the table provided. Whilst a designated body with significant groups 
of doctors (e.g. consultants, SAS and locum doctors) will find it useful to maintain 
internal audit data of the appraisal rates in each group, the high-level overall rate 
requested is enough information to demonstrate compliance. 

With these additional changes, the purpose of the Board Report template is to help 
the designated body review this area and demonstrate compliance with the 
responsible officer regulations. It simultaneously helps designated bodies assess 
their effectiveness in supporting medical governance in keeping with the General 
Medical Council (GMC) handbook on medical governance.1 This publication 
describes a four-point checklist for organisations in respect of good medical 
governance, signed up to by the national UK systems regulators including the Care 
Quality Commission (CQC). The intention is therefore to help designated bodies 
meet the requirements of the system regulator as well as those of the professional 
regulator. Bringing these two quality strands together has the benefits of avoiding 
duplication of recording and harnessing them into one overall approach.  

The over-riding intention is to create a Board Report template that guides 
organisations by setting out the key requirements for compliance with regulations 
and key national guidance, and provides a format to review these requirements, so 
that the designated body can demonstrate not only basic compliance but continued 
improvement over time. Completion of the template will therefore: 

a) help the designated body in its pursuit of quality improvement,  

b) provide the necessary assurance to the higher-level responsible officer, 
and 

c) act as evidence for CQC inspections. 

 
1 Effective clinical governance for the medical profession: a handbook for organisations employing, 
contracting or overseeing the practice of doctors GMC (2018) [https://www.gmc-uk.org/-
/media/documents/governance-handbook-2018_pdf-76395284.pdf] 
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Statement of Compliance: 

The Statement Compliance (in Section 8) has been combined with the Board 
Report for efficiency and simplicity. 

Designated Body Annual Board Report 

Section 1 – General:  

The board of Airedale NHS Foundation Trust can confirm that: 

1. An appropriately trained licensed medical practitioner is nominated or 
appointed as a responsible officer.  

Action from last year: Newly appointed Deputy Medical Director for Surgical 
Division to consider undertaking training during 2021/22 
Comments:  
DMD for Surgical Services is due to complete training in September 2022 
Recently appointed second DMD has completed RO training as part of his 
Divisional Director role 
Dr Meg Crossley appointed as Responsible Officer in 2017. 
Action for next year: None identified 

2. The designated body provides sufficient funds, capacity and other resources 
for the responsible officer to carry out the responsibilities of the role. 

No 
Action from last year: To review requirements and funding for appraisers and 
an appraisal lead 
Comments: The requirements and funding for appraisers and an appraisal 
lead was reviewed. A sustainable financial cross charging system was agreed 
with CDs and corporate finance business partner. This was subsequently 
rejected by the divisional finance business partners. After discussion in ROAG 
this has been returned to the corporate finance BP for her to take this back to 
her divisional colleagues.  
Temporary funding streams have been discussed at corporate IPR and whilst 
they may provide a short term solution they are not sustainable and leave the 
service at risk. 
The number of doctors connected to Airedale and thus requiring an appraisal 
has grown from 210 in 2021 to 238 in 2022 
Unless the Appraisal and Revalidation Team have a secure and appropriate 
budget we will fail in our statutory duty to provide appraisals for all of our 
connected doctors in the current financial year (2022-23). We are already 
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failing to provide appraisals in the correct month for a growing number of 
doctors. 

Action for next year: To gain Executive support to ensure this proposal is 
enacted with urgency. 

3. An accurate record of all licensed medical practitioners with a prescribed 
connection to the designated body is always maintained.  

Action from last year: To ensure information provided by HR to the RO for new 
starters is provided prospectively and information for leavers is provided within 1 
month of their departure date. 
Comments: This has not yet been achieved.  
Action for next year: HR Business Partner to work with Recruitment Team to 
ensure this information is provided. 

4. All policies in place to support medical revalidation are actively monitored and 
regularly reviewed. 

Action from last year: Appraisal policy due for review and approval prior to 
December 2021 

Comments: This has not yet been completed due to COVID and changes in 
management structure and personnel. 
Action for next year: To review and update the policy by December 2022 

 
5. A peer review has been undertaken (where possible) of this organisation’s 

appraisal and revalidation processes.   

Actions from last year To work with peer group to develop structure for in 
person peer reviews and set dates for 2022/23. 
Comments: The appraisal manager leading the peer group has left the post 
and no progress has been made on a local peer review 

Action for next year: To explore instructing an outside organisation such as 
MIAD to conduct an audit/review of our processes 

6. A process is in place to ensure locum or short-term placement doctors 
working in the organisation, including those with a prescribed connection to 
another organisation, are supported in their continuing professional 
development, appraisal, revalidation, and governance. 

Action from last year: Work with the Director of Medical Education and the 
Recruitment team to further develop our support for international medical 
graduates. 

Comments: The DME has developed a bespoke induction for IMGs, an 
individual assessment of their training needs and 4 trust grade posts each 
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have 25% of their time dedicated to supporting IMGs and doctors experiencing 
difficulty or under or post-graduates needing support. 
New to UK doctors are encouraged to undertake the GMC ‘Welcome to UK 
Practice course. 
Up to 21/22 all locum doctors connected to Airedale NHS Foundation Trust 
have been offered an appraisal with an experienced appraiser who has a 
strong education background. Most have taken up the offer. These appraisal 
meetings go beyond the standard format and have a strong element of 
educational and pastoral support. This is threatened going forwards due to 
budget challenges previously described. 

Action for next year: To recruit and train further appraisers with an educational 
interest/background to support these doctors. This is dependant on the budget 
being addressed. 

Section 2a – Effective Appraisal  

1. All doctors in this organisation have an annual appraisal that covers a doctor’s 
whole practice, which takes account of all relevant information relating to the 
doctor’s fitness to practice (for their work carried out in the organisation and 
for work carried out for any other body in the appraisal period), including 
information about complaints, significant events and outlying clinical 
outcomes.  For organisations that have adopted the Appraisal 2020 model, 
there is a reduced requirement for preparation by the doctor and a greater 
emphasis on verbal reflection and discussion in appraisal meetings. 
Organisations might therefore choose to reflect on the impact of this change. 
Those organisations that have not yet used the Appraisal 2020 model may 
want to consider whether to adopt the model and how they will do so. 

Action from last year: To continue with a blended approach of MAG2020 and 
L2P  
To review the Trust’s approach to the format of appraisals in light of the national 
consultation exercise when published. 

Comments: The MAG2020 style appraisal is now formally adopted as the 
national standard going forwards. The changes are intended to reduce the 
administrative burden on doctors. This change has been communicated to all of 
our doctors and appraisers.  

Action for next year: Appraisal can be particularly challenging for neurodiverse 
individuals. To provide additional support and where possible to adapt the 
process to make it more accessible for our neurodiverse doctors  
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2. Where in Question 1 this does not occur, there is full understanding of the 
reasons why and suitable action is taken.  

Action from last year: None identified 
Comments: At present it appears that we may not be able to offer all of our 
doctors an appraisal in 2022/23 due to the lack of budget as outlined above. 
We continue to have a robust system in place for requesting, approving and 
recording appraisal postponement requests and for monitoring engagement with 
the appraisal process. Individuals causing any concern are discussed at the 
monthly Responsible Officer Advisory Group meetings and actions agreed by 
the group. 

Action for next year: To gain exec support to ensure the proposal for a defined 
budget for appraisal and revalidation is enacted urgently. 

 
3. There is a medical appraisal policy in place that is compliant with national 

policy and has received the Board’s approval (or by an equivalent governance 
or executive group).  

Action from last year: Review due by December 2021 
Comments: This has not yet been completed due to COVID and changes in 
management structure and personnel 
Action for next year: To review and update the policy by December 2022 

 
4. The designated body has the necessary number of trained appraisers to carry 

out timely annual medical appraisals for all its licensed medical practitioners.  

Action from last year: To review budget/funding for appraiser activity both 
internal and external 

Comments: The requirements and funding for appraisers and an appraisal lead 
was reviewed. A sustainable financial cross charging system was agreed with 
CDs and corporate finance business partner. This was subsequently rejected 
by the divisional finance business partners. After discussion in ROAG this has 
been returned to the corporate finance BP for her to take this back to her 
divisional colleagues.  

Temporary funding streams have been discussed at corporate IPR and whilst 
they may provide a short term solution they are not sustainable and leave the 
service at risk. 

The number of doctors connected to Airedale and thus requiring an appraisal 
has grown from 210 in 2021 to 238 in 2022 

Action for next year: To gain exec support to ensure the proposal for a defined 
budget for appraisal and revalidation is enacted urgently. 
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5. Medical appraisers participate in ongoing performance review and training/ 
development activities, to include attendance at appraisal 
network/development events, peer review and calibration of professional 
judgements (Quality Assurance of Medical Appraisers2 or equivalent).  

Action from last year: To review the requirements for an appraisal lead role. 
Comments: We ran 3 successful training session in October 2021. We are 
unable to provide the level of training and support for appraisers that we aspire 
to, or to have ongoing calibration of appraiser outputs due to lack of an appraisal 
lead. This is a particular challenge for newly trained appraisers. 

We are unable to appoint to this role due to lack of a budget. 
Action for next year: To gain exec support to ensure the proposal for a defined 

budget for appraisal and revalidation is enacted urgently. 
 
6. The appraisal system in place for the doctors in your organisation is subject to 

a quality assurance process and the findings are reported to the Board or 
equivalent governance group.   

Action from last year: None identified 
Comments: The annual board report and statement of compliance form the 
basis of reporting to the Board unless further urgent issues arise which would be 
escalated through normal Trust processes. 
Action for next year: None identified 

 
 

Section 2b – Appraisal Data 
 

1. The numbers of appraisals undertaken, not undertaken and the total number 
of agreed exceptions can be recorded in the table below. 
 

  
Name of organisation:  
 

 

Total number of doctors with a prescribed connection as at 31 March 
2022 

238 

Total number of appraisals undertaken between 1 April 2021  
and 31 March 2022 

222 

 
2 http://www.england.nhs.uk/revalidation/ro/app-syst/ 
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Total number of appraisals not undertaken between 1 April 2021 and 
31 March 2022 

16 

Total number of agreed exceptions 
 

15 

 

Section 3 – Recommendations to the GMC 

1. Timely recommendations are made to the GMC about the fitness to practise of 
all doctors with a prescribed connection to the designated body, in accordance 
with the GMC requirements and responsible officer protocol.   

Action from last year: None identified. 
Comments:  
The Responsible Officer Advisory Group (ROAG) meets monthly to discuss 
potential fitness to practice concerns. This group provides important checks and 
balances to help ensure that our decision making is safe and fair.  
The RO and EMD meet 3 times a year with our GMC ELA (Employee Liaison 
Advisor). The RO also discusses concerns with the ELA out-with these meetings 
when the ROAG concludes that more timely advice is needed. 
  
Action for next year: None identified. 

 

2. Revalidation recommendations made to the GMC are confirmed promptly to 
the doctor and the reasons for the recommendations, particularly if the 
recommendation is one of deferral or non-engagement, are discussed with the 
doctor before the recommendation is submitted. 

Action from last year: Newly appointed Deputy Medical Director for Surgical 
Services to complete RO training. 

Comments: Doctors are advised of revalidation recommendations via an email 
sent through the system at the time the recommendation is made. Any 
recommendations for deferral or non-engagement are discussed with the 
individual in advance. 

DMD for Surgical Services is due to complete training in September 2022 

Action for next year:  None identified 
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Section 4 – Medical governance 
 
1. This organisation creates an environment which delivers effective clinical 

governance for doctors.   

Action from last year: To re-establish regular departmental clinical governance 
activity post covid 
Comments: Regular governance meetings are running again across the 
organisation, frequency varies by speciality but usually between monthly and 
quarterly. 

Action for next year: None identified 
 

2. Effective systems are in place for monitoring the conduct and performance of 
all doctors working in our organisation and all relevant information is provided 
for doctors to include at their appraisal.  

Action from last year: To develop a robust process for ensuring PALS and 
Complaints information is embedded in the appraisal process. 
Comments: Some progress has been made. The Appraisal and Revalidation 
Manager now has access to the trust complaint folder on the V drive, and she 
receives an email listing which complaints have been finalised. We do not have 
assurance that this is capturing all complaints and PALS 
We are not able to get information on SIRI outcomes. 
Making progress on this has been challenging in part due to turnover of staff 
and in part due to these documents being treated as highly confidential and not 
to be shared. This is having a detrimental impact on learning for individuals 
and the wider organisation.  

Action for next year: To continue to ask for information to be shared and to try 
and find a robust way of doing this. 

 

3. There is a process established for responding to concerns about any licensed 
medical practitioner’s1 fitness to practise, which is supported by an approved 
responding to concerns policy that includes arrangements for investigation 
and intervention for capability, conduct, health and fitness to practise 
concerns.  

Action from last year: To clearly delineate the respective roles and 
responsibilities of the RO from other members of the Senior Medical 
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Leadership Team when raising concerns about a doctor and to ensure that this 
is communicated throughout the Trust. 
To review the number of trained investigators and mediators. 
Comments: Whilst some progress has been made in that the roles and 
responsibilities of the SMLT and the RO have been discussed, changes in the 
senior medical leadership team have prevented from being fully embedded. 
Case Investigator training was held in May 2022 and almost 20 people were 
trained. The training was received positively, however concern was raised by 
the attendees that they would struggle to find time to undertake an 
investigation. 

Action for next year: To work with the new SMLT and develop our 
understanding about which level of concern should be dealt with within the 
division or directorate and which should be escalated to the RO. 
Explore the possible solutions to enable case investigators to have appropriate 
time allowed to conduct investigations in a timely manner.  

4. The system for responding to concerns about a doctor in our organisation is 
subject to a quality assurance process and the findings are reported to the 
Board or equivalent governance group.   Analysis includes numbers, type and 
outcome of concerns, as well as aspects such as consideration of protected 
characteristics of the doctors.3 

Action from last year: HR Business Partner to work with the RO to design 
system as described above and incorporate the data into the Annual Board 
Report. 
Comments: Due to COVID and changes in HR staffing this has not been 
progressed as we had hoped. 
When a doctor enters a formal process this is logged on ESR, and can be 
reported on. Concerns discussed at ROAG which fall short of a formal process 
are not currently recorded in a format which is easy to analyse.  

Action for next year: HR Business Partner to work with the RO to design 
system as described above and incorporate the data into the Annual Board 
Report.  

 

5. There is a process for transferring information and concerns quickly and 
effectively between the responsible officer in our organisation and other 
responsible officers (or persons with appropriate governance responsibility) 
about a) doctors connected to your organisation and who also work in other 

 
3 This question sets out the expectation that an organisation gathers high level data on the 
management of concerns about doctors. It is envisaged information in this important area may be 
requested in future AOA exercises so that the results can be reported on at a regional and national 
level. 
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places, and b) doctors connected elsewhere but who also work in our 
organisation.4 

Action from last year:  
To develop closer links with the Appraisal Lead at Bradford Teaching Hospitals 
NHS Foundation Trust to support the increasing cross site working and joint 
contracts for medical staff.  
HR Business Partner to work with the RO to develop and implement 
appropriate systems and processes to ensure RO is aware of low level 
concerns which should be included in an RO TOI 

Comments: 
A meeting was held with the Appraisal Lead at Bradford Teaching Hospitals 
NHS Foundation Trust. It was agreed that we would routinely share complaint 
and SIRI outcomes involving any doctor connected to the opposite 
organisation  
Following discussions with Paul Twomey, this process has been extended to 
share complaints/SIRIs with any other trust or locum agency 
This is clearly contingent on internal processes being improved so that we get 
this information reliably. 
Due to COVID and changes in HR staffing the development of a system to 
ensure low level concerns can be shared via the RO TOI has not been 
progressed as we had hoped. 

Action for next year: HR Business Partner and RO to develop system as 
described above 

 

6. Safeguards are in place to ensure clinical governance arrangements for 
doctors including processes for responding to concerns about a doctor’s 
practice, are fair and free from bias and discrimination (Ref GMC governance 
handbook). 

Action from last year: Review the membership of ROAG specifically to provide 
challenge around bias and discrimination. 
Comments: This has been discussed at ROAG. The diversity of the 
membership of ROAG is determined by the individuals who are in the roles 
which are required to attend. This makes it hard for ROAG independently to 
change the diversity of its membership. 
The presence of an HR member is required for the meeting to be quorate. 
All members are required to undertake EDI training as part of their mandatory 
training 

 
4 The Medical Profession (Responsible Officers) Regulations 2011, regulation 11: 
http://www.legislation.gov.uk/ukdsi/2010/9780111500286/contents 



 

13  |  Annex D – annual board report and statement of compliance 
 

Action for next year: None  identified 

Section 5 – Employment Checks  

1. A system is in place to ensure the appropriate pre-employment background 
checks are undertaken to confirm all doctors, including locum and short-term 
doctors, have qualifications and are suitably skilled and knowledgeable to 
undertake their professional duties. 

Action from last year: Implement a robust process for HR to share information 
about new medical starters in a timely fashion and to design a robust process 
for requesting and receiving RO TOIs following appointment. 

Comments: Requesting the TOI’s has been taken over by the APO Unit. This 
is working better but remains contingent on the APO unit receiving information 
about new starters in a timely fashion.  
Action for next year: Implement a robust process for HR/recruitment to share 
information about new medical starters in a timely fashion 

 

Section 6 – Summary of comments, and overall 
conclusion 
 
Due to the ongoing pandemic and changes in HR personnel we have not made as much 
progress on some actions as we hoped we would.  
We have improved the way we support new to UK doctors and doctors in locum and 
short-term posts. By taking the requesting of RO TOI’s into the APO Unit we are now 
successfully receiving these documents. We have broadened the number of people in 
the senior medical leadership team with knowledge of the RO role and the Case 
Investigator role. 
Further work is needed to share new starter information, and to ensure that the 
outcomes from all complaints/PALS concerns and SIRIs are shared appropriately and 
discussed at appraisal. Work is ongoing to develop a reporting system to give assurance 
around the fairness of our decision making with respect to protected characteristics. 
There is now a significant risk to the organisation that we will fail to meet our statutory 
duty to provide all of our doctors with an appraisal this year. 
The board is asked to give support so that the budget issues can be swiftly resolved  
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Section 7 – Statement of Compliance:  

The Board / executive management team – [delete as applicable] of [insert official 
name of DB] has reviewed the content of this report and can confirm the 
organisation is compliant with The Medical Profession (Responsible Officers) 
Regulations 2010 (as amended in 2013). 

 

Signed on behalf of the designated body 

[(Chief executive or chairman (or executive if no board exists)]  

 

Official name of designated body: _ _ _ _ _ _ _ _ _ _ _ 

 

Name: _ _ _ _ _ _ _ _ _ _ _  Signed: _ _ _ _ _ _ _ _ _ _ 

Role: _ _ _ _ _ _ _ _ _ _ _ 

Date: _ _ _ _ _ _ _ _ _ _ 

 

 

 

 

 

 



 

 

 
 
 
 
 
 
 
 
 
 
NHS England and NHS Improvement  
Skipton House  
80 London Road  
London  
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This publication can be made available in a number of other formats on request.  
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Key Points to Note  
  
The content of the report reflects the discharge of Airedale NHS Foundation Trust’s statutory 
safeguarding duties and in addition, provides evidence of how the requirements of the 
commissioning policy for safeguarding adults and safeguarding children are met.  
Throughout the content, the report demonstrates ANHSFT’s response to the complex and ever 
changing safeguarding agenda. 
 
 

EQIA – Equality Impact Assessment  

The report reflects how we discharge our statutory duties to protect patients, the public and our 
staff. 
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Recommendation  

The Board of Directors is asked to note the content of the report. 



 

  

Safeguarding Children and Adults Annual Report 2021-22 

Introduction   

This report is our annual combined safeguarding children and adults report for 2021-22.  

Background / Context   

Collation and submission of an annual report is mandated in the commissioning policies for 
safeguarding children and adults.  

This report is relevant to the Care Quality Commission standard safeguarding service users from 
abuse and improper treatment. 

Current Position   

The content of the report reflects the discharge of Airedale NHS Foundation Trust’s statutory 
safeguarding duties and in addition provides evidence of how the requirements of the 
commissioning policy for safeguarding adults and safeguarding children are met. Throughout the 
content, the report demonstrates ANHSFT’s response to the complex and ever changing 
safeguarding agenda. 
 
Next steps  

In addition to the annual report, the updated safeguarding children and safeguarding adult self-
assessment against the commissioning policy for safeguarding are attached. These are included 
for information and reflect the content of the full report.   

Conclusion  

This annual report for 2021-2022 once again highlights a year of significant activity for the 
safeguarding services. The Trust has embedded mechanisms to safeguard children and adults at 
risk which enable staff to actively respond to local and national developments.   
Practice around safeguarding is always complex and challenging; arrangements are frequently 
under review and we will ensure that we continue to work effectively.  
We recognise there is much more to achieve, and the development and delivery of future priorities 
will help ensure that the trust if fully engaged in the effective prevention of and response to 
safeguarding concerns.  
The underpinning message however remains the same in that safeguarding is everyone’s 
responsibility irrespective of role or position.  
Recommendations  

The Board of Directors is asked to note the content of the report. 
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Foreword  

 
Welcome to our annual safeguarding children and adults report. The annual 
safeguarding report provides an opportunity to reflect on where we need to focus our 
efforts in the year ahead, and importantly the ability to recognise our achievements 
in 2021-22. Despite the sustained impact and challenges faced once more over the 
last twelve months by the continued global pandemic, we are assured that there has 
been no disruption to safeguarding provision and service provision across the Trust.   
 
We recognise the world of safeguarding is dynamic, increasingly complex and 
remains under intense and increasing scrutiny through the media, case reviews, 
inspections and inquiries. In response, ANHSFT continues to advocate that staff 
adopt a holistic approach to safeguarding; recognising that safeguarding is 
everyone’s responsibility and promoting a “listen, believe and do something” 
approach. 
 
Safeguarding is ever increasingly complex and challenging. Our plans for the year 
ahead are ambitious, but we believe they are achievable and are consistent with the 
trust strategic aims and ambitions. Safeguarding children, young people and adults 
cannot be done in isolation; it is only truly effective when we work collaboratively and 
restoratively with our partner agencies to ‘Think Family’ and protect all those at risk 
of harm, abuse or neglect. 
 
As the safeguarding agenda continues to address ongoing and emergent risks, 
ANHSFT is anticipating and preparing for further significant changes in the coming 
year.  Specifically, this includes the publication of the National Panel Child 
Safeguarding Practice Review, and the transition to the Liberty Protection Standards, 
from Deprivation of Liberty Safeguards, expected now to be implemented either late 
in 2022 or early in 2023.  
  
This report will highlight examples of our activities to meet the statutory safeguarding 
standards as well as our response to the complex and ever-changing safeguarding 
agenda. 
 
 
 
 
Amanda Stanford 
Chief Nurse  
Executive Lead for Safeguarding  
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Introduction  
 
Everybody has the right to be safe and free from abuse and protected from harm, no 
matter who they are, or what their circumstances. The term ‘safeguarding’ 
encompasses all activities to assist children, young people and adults at risk, to live 
a life that is free from abuse and neglect and to enable independence, wellbeing, 
dignity and choice.  

Safeguarding includes the early identification and/or prevention of harm, exploitation, 
and abuse by adherence to national guidelines, local multi-agency procedures and 
by disseminating ‘lessons learnt’ and promoting best practice from serious incidents 
to improve future service development for patients and staff.  

Over the past year Airedale NHS Foundation Trust (ANHSFT) has continued to meet 
its statutory responsibilities in the care and protection of patients of all ages.  
 
This report demonstrates to the Board of Directors and external agencies, including 
the Clinical Commissioning Group, how ANHSFT has fulfilled these responsibilities.  
 
In addition, the report content offers assurance that the Trust has effective systems 
and processes in place to safeguard patients accessing our services. We continue to 
deliver a quality service to patients and families, whilst supporting a culture of 
ongoing learning and improvement.  
 
A joint children and adult approach has been adopted for this report, consistent with 
the Trust’s continued shared safeguarding approach, agendas, principles, and duties 
of care.  
 
This annual safeguarding report provides the reader with the following information:  
 

· An overview of the national and local context of safeguarding  

· An overview of the areas of practice included in safeguarding within the Trust  

· An update on safeguarding related activity within 2021/22  

· Assurance that the Trust is meeting its statutory obligations and the required 
national standards regarding safeguarding  

· An overview of any significant issues or risks regarding safeguarding and the 
actions being taken to mitigate these  

· A briefing on the challenges and work to be addressed by the safeguarding 
teams in 2022-23 

 
Statutory frameworks and national policy drivers 
 
Whilst safeguarding within Airedale NHS Foundation Trust shares the same agendas 
and principles for children and adults, there are significant differences in the laws 
and policies that determine how we safeguard these groups. However, the 
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overarching objective for both is to enable children and adults to live a life free from 
harm, abuse or neglect. 

The existing statute which underpins the work of colleagues delivering services to 
children is in accordance with Section 11 of the Children Act (2004), whereby all staff 
have a statutory responsibility to safeguard and protect the children and families who 
access our care. The statutory publication ‘Working Together to Safeguard Children 
(2018) supports the multi-agency safeguarding arrangements as set out in the 
Children and Social Work Act (2017). 

The Care Act (2014) set out a clear legal framework for how local authorities and 
other agencies should protect adults at risk of abuse or neglect. The focus is on 
personalised and outcome focused care with an emphasis on making adult 
safeguarding ‘personal’. Adults should therefore be seen as experts in their own 
lives, and we acknowledge safeguarding means working ‘with the adult’ and is not a 
process that is done “to or for” an adult.  
 
These above principles are core to both the Commissioning Policies for 
Safeguarding Children and Safeguarding Adults and the NHS Contract for Acute 
Healthcare Providers. 
 
The Safeguarding Children and Safeguarding Adults Teams 
 
The Safeguarding Teams comprise a mix of registered professionals who provide 
specialist and expert safeguarding training, advice, support and supervision to all 
Trust employees and volunteers.  This enables colleagues to fulfil their safeguarding 
responsibilities and duties on a wide range of safeguarding issues affecting the 
unborn, children, young people and adults.  
 
The Safeguarding Teams strive to ensure all safeguarding processes are robust and 
effective and that we are responsive to emerging local and national needs. This 
supports us to achieve full compliance against all our safeguarding commissioning 
and contractual standards.  
 
We endeavour to ensure that the person at risk of, or suffering, neglect, harm or 
abuse always remains our focus, that we ‘hear their voice’ and they remain at the 
centre of all we do.  
 
In doing so, the Trust discharges part of its responsibility for board-level assurance, 
scrutiny and challenge of safeguarding practice within the Trust, in line with the 
statutory requirements of section 11 Children Act (2004), Working Together to 
Safeguard Children (2018), the Mental Capacity Act 2005 and the Care Act 2014.  
 
In addition to the requirements of the Children Act 2004, the Trust, as a registered 
provider with the Care Quality Commission (CQC), must have regard for the 
regulations as established under the Health and Social Care Act (2008). In relation to 
safeguarding this includes, but is not limited to, Regulation 13 and Regulation 17, 
relating to protecting service users from abuse and good governance, respectively.  
 
The safeguarding teams within Airedale NHS Foundation Trust comprises;  
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· Amanda Stanford, Executive Chief Nurse, and Executive Lead for 
Safeguarding and the PREVENT Executive Lead 

· Deborah Fox, Assistant Chief Nurse Patient Safety and Named Nurse 
Safeguarding Adults 

· Sophie Wilson, Lead Professional Safeguarding Adults (1wte) 
· Noel McEvoy, Senior Nurse Safeguarding Adults & PREVENT Coordinator 

(0.45wte) 
· Sharron Parkinson, Safeguarding Adults Sister (0.6wte) 
· Jo Newman, Named Nurse Safeguarding Children (1wte) 
· Susan Brown, Named Safeguarding Midwife (0.4 wte) 
· Dr Sharon Bowring and Dr Ameen Shamsudeen, Named Doctor Safeguarding 

Children (share 2.5 pa)  
· Debra Burgess and Michelle Hayes Safeguarding Children Specialist Nurses 

(share 1wte) 
· Charlotte Street Paediatric Liaison Nurse Emergency Department (0.4wte) 

 
Areas of work covered by the safeguarding teams 
 
Within the safeguarding overarching umbrella are an ever-increasing number of work 
streams. The following diagram represents the breadth and diversity of work 
currently undertaken by the teams under the “safeguarding” umbrella. 
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We recognise this annual report can provide only an essence of the varied work 
undertaken by the teams each day. The report serves however to indicate how the 
ever-increasing safeguarding agenda presents opportunities for the Trust, requiring a 
commitment for us to continue our efforts to safeguard and protect patients over the 
year ahead and beyond.   
 
The ANHSFT safeguarding teams both function within a multi-agency, multi-
professional arena where safeguarding issues, and the need to respond effectively 
to them, present challenges daily. The Safeguarding Children and Adults teams 
continue to work collaboratively together to keep children,  young people, and adults 
safe across the entire organisation. Both safeguarding teams also work closely with 
the Paediatric Liaison Nurse based in the Emergency Department. 
 
In all areas of the organisation and evidenced through the number and nature of 
referrals and contacts to the safeguarding teams, staff are seen to be proactive in 
seeking advice and support from the individual safeguarding teams. 
 
Governance arrangements for safeguarding 
 
The Chief Nurse is the executive director with lead responsibility for safeguarding 
children and adults across the organisation. The Chief Nurse is a member of the 
Board of Directors thus promoting board level awareness of our actions to address 
the multi-faceted safeguarding agenda.  
 
This annual report is shared with the Board of Directors, via the Quality and Safety 
Committee, usually in quarter one of the financial year. This is with the aim of 
promoting board level awareness of safeguarding and to demonstrate assurance of 
completion of the required actions to meet our statutory and commissioning 
requirements. In addition to the annual report, a mid-year summary Safeguarding 
Children and Adults Report is presented to the Trust Quality and Safety Committee.  
 
On an annual frequency, ANHSFT is required to provide assurance and demonstrate 
compliance against the safeguarding commissioning standards to the Bradford and 
Craven District Clinical Commissioning Group.  This is achieved through 
presentation of this annual report, and through completion of the twice-yearly 
safeguarding adults and safeguarding children self-assessment frameworks.  
 
In addition, to evidence our statutory compliance to the Local Safeguarding Children 
Partnerships and Local Safeguarding Adults Boards (Bradford and North Yorkshire), 
we are required to complete Section 11 audits and safeguarding governance self-
assessment framework documents.  These are usually completed on an annual or 
biennial frequency. The annual report and self-assessment frameworks include detail 
regarding the required policies and procedures, processes for safe recruitment, 
governance systems and training provision and compliance. In addition, the annual 
report and mid-year self-assessment enables demonstration of our status with 
regards to emerging standards, national reports and publications.  
 
Within the organisation, there is an established process for ensuring safeguarding 
concerns are incorporated within the Trust wide governance framework. This is 
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further detailed within the combined Safeguarding Children and Adults Policy and 
Procedures 2019.  
This governance framework enables any safeguarding alerts raised against the Trust 
to be monitored and additionally provides assurance at a senior level that 
appropriate actions are taken to prevent recurrence.  
 
Safeguarding meeting and reporting structure   
 
The Chief Nurse chairs the trust-wide Strategic Safeguarding Group for Children and 
Adults which has a remit to provide governance, direction and support for the 
implementation of the safeguarding commissioning requirements influencing our 
safeguarding policies and procedures. This group also monitors trust compliance 
with the statutory requirements and oversees the compliance with the self-
declaration against the commissioning standards for safeguarding. This group 
reports to the Board of Directors via the  Quality and Safety Committee. The 
reporting structure for the safeguarding groups allows escalation of any emerging 
risks or challenges to executive level and is demonstrated in the organisational chart 
below. 
 

 
 
In the preceding year, 2019-2020, we revised our meeting structure for safeguarding 
children and adults.  Previously a number of operational groups had reported into the 
Strategic Safeguarding Group.  The teams recognised there was a significant 
amount of duplication across the groups and took the opportunity to review the 
structure and function of the groups.  
 
With effect from January 2020, we moved to a combined Children and Adults 
Operational Safeguarding Group replacing four separate groups. This operational 
group meets quarterly and is chaired by the Named Nurse Safeguarding Children.  
Membership includes a wide representation from across the organisation.  
 
This “smarter use” of colleague’s time has enabled the safeguarding teams to 
release some capacity to focus on increased support and supervision regarding 
individual cases in the clinical areas.  
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Additional safeguarding children and safeguarding adult supervision sessions have 
been offered over the year, however it is important to acknowledge that due to the 
continued challenges of the covid-19 pandemic and requirements for social 
distancing and limiting non-essential staff in clinical areas, the full anticipated benefit 
has not yet been realised.   
 
We do however recognise that at times of increased activity and pressures the 
requirement for safeguarding reflection and supervision is particularly important. We 
will continue to review uptake of safeguarding support and supervision over the 
coming year and our future reports will include the progress. 
 
Responding to incidents risks and concerns 
 
To enable timely escalation of concerns in relation to quality and safety, a 
documented process is in place for managing and co-ordinating responses to 
incidents and concerns.  This process is consistent with the Care Act (2014) 
principles and the national Strategic Information reporting system (STEIS) for NHS 
Providers. Oversight of this process is achieved through the Quality Review Group 
which meets weekly and triangulates all quality and safety concerns. This group is 
chaired by the Assistant Director of Healthcare Governance.  Representation 
includes the Named Nurse Safeguarding Adults, Medical Director and Chief Nurse.  
 
The Safeguarding Teams support, advise and direct staff across the entire Trust and 
in order to do this effectively, the children and adults safeguarding teams are 
required to work closely together. This includes attending safeguarding strategy 
meetings and case conferences to represent the Trust, and also to support staff who 
are required to attend. The Named Nurses for Safeguarding Children and 
Safeguarding Adults also assist partner agencies with information gathering across 
ANHSFT for safeguarding incidents and investigations. 
 
Safeguarding related risks 
 
Escalation of emerging safeguarding related risk is via the executive lead and 
Strategic Safeguarding Group. Risks are then added to the trust wide risk register to 
enable senior level oversight.  
 
In the year of this report, risks identified have included the limited resource capacity 
for the safeguarding midwife.  This brought a risk of the organisation failing to comply 
with the statutory safeguarding requirements across midwifery services.  
 
To address this risk, a business case was prepared, and funding has since been 
agreed to make this a whole-time equivalent post. This will be implemented with 
effect from April 2022. In the interim period this risk has been captured on the trust 
wide risk register. 
 
Adverse Event Reporting (AEF) 
 
A system of online adverse event incident form (AEF) reporting is in place across the 
organisation and completed incident reports are monitored by the appropriate 
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Safeguarding Teams.  This enables the identification of any safeguarding concerns 
and ensures actions and escalations are taken forward where required. 
 
Safeguarding children adverse event reporting 
 
The Named Nurse Safeguarding Children receives, and reviews reports of 
suspected safeguarding children incidents via the online adverse event system. The 
Named Nurse then responds to the individual incidents on a case-by-case basis. 
This alert process enables early recognition of themes and trends in addition to 
ensuring the appropriate action to safeguard the children and families is completed 
timely.   
 
To enable further oversight of wider adverse events, the Named Nurse Safeguarding 
Children also reviews all incident reports generated through children’s areas of the 
organisation. This enables independent scrutiny and constructive challenge, with the 
aim of identification of potential or emerging safeguarding themes and trends.  
 
In the year 2021-22 there were  a total of twenty incident reports completed under 
the classification “safeguarding children”. The graph below highlights the comparison 
to the two previous years.  
 

 
 
Examples of incidents reported in this year included concern regarding failure to 
follow the expected information gathering and assessment, patient self-harming on 
ward, lack of access to the required safeguarding templates, and young people 
nursed in an adult ward area.  
 
This number of incidents is noted as an increase on the previous year when there 
were fifteen adverse event forms completed for safeguarding children reasons. It is 
however acknowledged the term “safeguarding children” is attributed to a wide range 
of incidents. A number of these result in either “no harm” or “minor harm” and are 
recorded for information only purposes. 
 
Safeguarding adults adverse event reporting.  
 
In the year 2021-22 there were a total fifty-four incident reports completed under the 
classification “safeguarding adults”. The graph below provides a comparison to 
previous years.  
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It is noted numbers are consistent with previous year’s reporting.  
 

 
  
Safeguarding Children Serious Incidents 
 
As an NHS provider, ANHSFT has a responsibility to identify and report incidents 
meeting the criteria for safeguarding children serious incidents, (SIs) where there is 
prima facia evidence that abuse, or neglect have contributed to a permanent 
impairment to the child’s health. In such cases the Named Safeguarding Children 
Professionals lead on a formal review of the case and the learning where identified 
will support necessary changes to practice.  
 
One safeguarding children serious incident was identified and reported in quarter 4 
of the year 2021-22. This was recorded as a “near miss” event regarding a young 
person who attended the Emergency Department following an incident of domestic 
abuse. The expected safeguarding related information gathering, and information 
sharing was not completed at the time of the young person’s attendance.  
 
The required actions were however completed retrospectively by the safeguarding 
children team, and there was no additional harm caused to the young person.  Whilst 
no actual harm was caused to the young person as a result of the delay, the Named 
Nurse Safeguarding Children fulfilled the “being open” role with the family keeping 
them informed regarding the investigation and outcome.  
 
This incident was investigated by the Clinical Director for Emergency Medicine using 
the root cause analysis methodology.  The investigation identified the root cause was 
a lack of professional curiosity. A comprehensive investigation report has been 
collated with an action plan to address the learning compiled. Progress against this 
action plan will be monitored via the Emergency Department Governance Group,  
the Strategic Safeguarding Group and the Serious Incident Assurance Panel.  
 
Safeguarding Adults’ Serious Incidents 
 
Reporting takes place regularly with Bradford and North Yorkshire County Council’s 
Health and Adult Services to provide assurance that any learning from safeguarding 
adult alert has been actioned and completed as required. If a safeguarding concern 
is raised against ANHSFT then the immediate action for the Safeguarding Teams is 
to ensure that the patient is safe and that “making safeguarding personal” is 
considered.  
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The Safeguarding Teams provide advice for staff within the organisation, supporting 
the relevant head of department in the safeguarding investigation. Ownership is 
taken a local level; any learning or actions are shared trust wide when appropriate. 
The process facilitates support for staff involved.  
 
Information and details regarding each adult safeguarding alert are stored centrally 
on the Safeguarding Tracker database and related notes/minutes of meetings are 
also kept for reference. Documentation includes; the referrer, if the alert has been 
raised by the Trust or against the Trust, the type of abuse, whether it is a pressure 
ulcer and the outcome, if available. 
 
There has been no safeguarding adult serious incident reported in the timeframe 
April 2021-March 2022. 
 
 
PREVENT  
 

The Counter-Terrorism and Security Act 2015, places a 
specific duty on statutory bodies including the police, 
local authorities and health organisations to have ‘due 
regard’ to help ‘prevent’ people being drawn into 
terrorism. It also makes attendance / representation at 
the CHANNEL process (a standardised voluntary multi-
agency programme for people at risk of radicalisation), a 
legal requirement for public bodies across the country.  

The NHS is a key organisation in supporting the PREVENT strategy as healthcare 
staff are considered well placed to help to identify concerns and protect people from 
radicalisation. Since the withdrawal of the regional PREVENT coordinators, the 
PREVENT agenda has been included in the commissioning and contracting 
requirements for NHS providers.    

The Trust is committed to ensuring all appropriate staff are trained in recognition and 
response in cases where there are suspicions of radicalisation or engagement in 
acts of terrorism. In doing so, Airedale NHS Foundation Trust complies with 
PREVENT requirements. 

Within Airedale NHS Foundation Trust, PREVENT sits within the safeguarding 
framework. Over the year, work has again continued to promote access to the 
eLearning for the appropriate staff. At the end of March 2020, we had achieved the 
required target level of compliance, and in the two years since then, we have 
continued to promote access and uptake of the PREVENT eLearning module. The 
Trust compliance against the PREVENT training needs analysis is presently 89% 
(March 2022) and the national target is 85%. 

Where we identify individuals who meet the criteria for potentially having been 
radicalised, we are required to make a referral into the CHANNEL process.  In the 
year of this report, we were not required to make any such referrals.  
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The Trust’s PREVENT Co-coordinator submits a quarterly report to NHS Digital. This 
information is also received at Strategic Safeguarding Group prior to the quarterly 
submission.  

Key Safeguarding Achievements in 2021-22 
 
Over the last year the children’s and adults safeguarding teams have reached a 
number of positive achievements in relation to the wide safeguarding agenda and 
workstreams. These are summarised below, and further detail is included through the 
wider report narrative. 
 

· The teams have continued to deliver an effective safeguarding service despite 
the continued pandemic  

· Landing displays facilitated to promote child exploitation awareness week, 
anti-bullying week, 16 days of action against domestic abuse and world 
suicide prevention day. 

· Recruited a paediatric liaison nurse for Emergency Department to fill a 
vacancy created due to career development 

· Safeguarding supervision for both children and adults continued to be 
delivered 

· Implemented the role of Independent Domestic Violence Advocate (IDVA) role 
based in Acute Trusts. The role includes supporting staff and there has been 
close working with Employee Health and Well-being.  

· Reviewed the resource allocated to Named Safeguarding Midwife and agreed 
uplift to 1 wte with effect from April 2022 

· Lead on development of multi-agency pre discharge planning protocol for 
babies and children where there are safeguarding concerns 

· Collaboration with Craven College creative media students to produce training 
video raising awareness of how to prevent infant and child abduction 

· Developed a new guideline for arranging and undertaking child protection 
medical examinations 

· Updated the proforma for child protection medical examinations 
· Children in care annual report was presented to Strategic Safeguarding Group 

by Designated Doctor Children in Care 
· Transitional safeguarding summary presented to Strategic Safeguarding 

Group and development and delivery of training package to promote 
awareness of transitional safeguarding 

· Team attendance and networking at national safeguarding children 
conference 

· Named Safeguarding Midwife contributed to North Yorkshire Safeguarding 
Children Partnership sudden unexpected death in infancy protocol and 
training package 

· Bespoke safeguarding adult training session facilitated including joint 
sessions with the psychiatric liaison service (PLN).  

· Safeguarding adult supervision sessions jointly facilitated with hospital social 
work colleagues.  

· A priority has been strengthening working relationships between safeguarding 
adults team, BDCT, PLN service and Hospital social work team.  
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· The safeguarding adult team have prioritised MCA training in preparation for 
LPS, including participating in the regional LPS implementation group.   

· A 5th member of staff has successfully completed the Best Interest Assessor 
(BIA) course. 

· A member of the safeguarding adults’ team has successfully completed the 
1st year of a safeguarding MSc.  

· Safeguarding adults’ team has strengthened links with the complaints 
department and developed an escalation flow-chart. 

· The chaperone policy has been reviewed and updated  
· The safeguarding adults team have embedded the use of SystmOne.  
· The Assistant Chief Nurse, Patient Safety attends multi-agency group 

supervision hosted by North Yorkshire SAB.  
 
 

Training Provision and Compliance Monitoring 
 
This section of the report provides a summary of our training provision and 
assurance regarding compliance during 2021/22 with the following mandatory 
training requirements. 
 

· Level 1 safeguarding children  
· Level 3 safeguarding children 
· Level 4 safeguarding children 

· Level 2 safeguarding children 
· Level 3+ safeguarding children 
· Level 1 & 2 safeguarding adults 

· Mental Capacity and Deprivation of Liberty safeguards 
· PREVENT Health training 

 
Safeguarding Children Training 
 
The Safeguarding Children Team previously revalidated the training needs analysis 
to reflect the guidance published in the Working Together to Safeguard Children 
(2018) and the Intercollegiate Document Roles and Responsibilities for Healthcare 
Staff, Safeguarding Children (2019). Following the publication of the 2019 
Intercollegiate Document Roles and Responsibilities for Healthcare Staff, 
Safeguarding Children the revised Safeguarding Children and Adults Policy and 
Procedures (2019) included an updated safeguarding children training strategy 
which was implemented in January 2020. The requirements within this strategy have 
continued to be embedded across the year 2021-2022. 
 
The Intercollegiate document stipulates a refresher period of 3 years for 
safeguarding children training. In order for staff to complete the specified minimum 
duration of safeguarding children training across the three years, and to maintain 
familiarity with the subject, the Trust currently mandates staff attend an annual 
safeguarding children update. This requires completion of a third of the three yearly 
mandated requirement. This has an added benefit of the provision of education on 
multiple subjects in the three-year renewal period and refreshing previous 
knowledge.  
 



Page | 15                                         
 

The sessions facilitated are open to all staff and over this year have been provided 
virtually for levels 1 and 2 and bimonthly for levels 3 and 3 additional with all 
sessions actively promoted across the organisation. E-learning modules and 
narrated. presentations are also promoted for all levels 1, 2 and 3 safeguarding 
children training.  
 
In quarter 4 of 2020-2021 the safeguarding children team resumed face to face 
training sessions delivered via Microsoft teams. In this most recent year, we have 
adopted a blended approach to training delivery with a mix of both “virtual” sessions 
and small group face to face sessions. These have been facilitated in accordance 
with the required social distancing measures.  
 
Safeguarding Adults Training 
 
The Trust provides safeguarding adults training for every member of staff (clinical, 
non-clinical staff and volunteers) and there is a mandatory requirement for a three 
yearly update. Following the publication of ‘Adult Safeguarding, Roles and 
Competences for Healthcare Staff” (August 2018) the Trust undertook a revision to 
the training needs analysis and with effect from January 2020 we implemented a 
revised training strategy.  The revised requirements within this strategy have 
continued to be embedded across the year 2021-2022.  
 
The objective of safeguarding adults training is to ensure all staff and volunteers are 
aware of their roles and responsibilities with regards to safeguarding adults at risk. 
This includes recognising, responding and reporting quality safeguarding concerns. 
The multiagency policy and procedures are embedded in staff practice through 
training and safeguarding adults supervision.  
 
All staff who work in a safeguarding adults leadership role have been required to 
complete a full day “Recognising and Responding” training and to attend “Train the 
Trainer” for Safeguarding Adults. There is a requirement the team are facilitators of 
multi-agency training, due to the Covid 19 pandemic this training has been 
suspended.  
 
The multi-agency training offer is currently under review by the training Bradford 
Safeguarding Adults Board, training sub-group.  
 
Monitoring compliance with training  
Monthly reports on training compliance are produced and available on Aireshare and 
shared via the mandatory training group with the subject matter experts. Training 
compliance figures in relation to safeguarding children and adults are also received 
and scrutinised within a quarterly report presented to the Strategic Safeguarding 
Children and Adults Group. These figures are also reviewed at the Operational 
Safeguarding Children and Adults Group within the Trust. The individual group 
business and governance meetings and integrated performance review meetings 
also receive reports and have oversight of individual team’s compliance. 
 



Page | 16                                         
 

The graphs below provide the end of fiscal year training compliance figures, and 
additionally for information purposes provide a comparison to the previous three 
year’s figures.  
 
 
 
 
Safeguarding children 
 

 
 
Training is tracked and reported on a quarterly basis.  It is noted that some levels of 
safeguarding children training fell below the target threshold of 90%.  
 
This is in part due to the withdrawal of staff from training to support clinical safety in 
the patient areas over the pandemic period and the paediatric winter surge.  This will 
be reviewed in the coming year to ensure full compliance is achieved. 
 
Training is available for staff to complete when ward based however the staffing and 
activity and acuity levels limit what is being accessed.  
Safeguarding adults 
 

 
 
In this year, in accordance with our revised training strategy for safeguarding adults 
we have revised the format of our reporting for safeguarding adults training 
compliance. This now reflects the levels stipulated within the intercollegiate 
document.  
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Volunteers safeguarding training  
 
Currently all our volunteers complete the mandatory training workbook including 
safeguarding adults when they join. They are then sent an updated workbook to 
refresh their mandatory training every couple of years. Information about their roles 
and responsibilities with regard to safeguarding is also given to them in the volunteer 
handbook and training guide. This workbook was specifically updated in 2019 as part 
of the Trust’s response to the Lampard Report following the Saville Enquiry and is 
due to be reviewed in the coming year 2022-23.  
 
We do not routinely offer face to face training to volunteers as we have over 350 
registered and it is logistically difficult for some volunteers to come in as they may 
only be available out of hours. To address this, in addition to the mandated volunteer 
workbooks, we also offer our volunteers access to recorded presentations and 
eLearning. The manager for our volunteers is also developing a new volunteer 
database and in future will be able to email training links to volunteers to complete 
their training online if preferred. 
 
In recognition that most volunteers are working “out of hours”, and as a means to 
support them should they have concerns regarding safeguarding children and adults, 
we have offered our volunteers a face-to-face opportunity to discuss what they may 
have experienced and be concerned about. 
 
Chaperone training 
 
Whilst we were unable to deliver face to face chaperone training following the launch 
of our revised chaperone policy,  the Named Nurse Safeguarding Children and Lead 
Professional Safeguarding Adults created a recorded presentation which was then 
cascaded to staff, and is found here link to chaperone training presentation  
 
 
Asking about domestic abuse training 
 
To educate staff undertaking return to work interviews and support them in asking 
staff about domestic abuse, the Named Nurse Safeguarding Children and Lead 
Professional Safeguarding Adults created a recorded presentation, available here  
link to asking about domestic abuse at welcome back conversation  
 
Suicide awareness training 
 
Suicide awareness training has been included in the safeguarding level 2 and 3 
mandatory training offer as a response to organisational learning identified through 
investigation of an incident,  and is provided here link to suicide awareness training  
 
Safeguarding Children Supervision 
 
We recognise how safeguarding children work can have affect our staff. Research 
indicates just one encounter with an abused child can have a significant impact on 
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staff. To support staff with the emotional impact of working with children, a system of 
safeguarding children supervision is promoted across the organisation for all staff to 
access.   
 
Facilitated by trained safeguarding children supervisors these sessions are offered 
as group supervision “drop in” sessions in children’s services. Safeguarding children 
supervision sessions are also facilitated in the Emergency Department led by the 
Clinical Director and the Paediatric Liaison Nurse.  
 
Additionally, group safeguarding children supervision is facilitated for Consultant 
Paediatricians led by the Safeguarding Children Professionals.  
 
Recognising the benefit of safeguarding supervision to staff, particularly at times of 
increased pressure, the team has continued to facilitate safeguarding children 
supervision throughout the covid 19 pandemic period.  This has been delivered in a 
format compliant with social distancing requirements. 
 
To promote access and inform staff an information leaflet regarding safeguarding 
children supervision is available to assist in the promotion of safeguarding children 
supervision. To  support the uptake of safeguarding children supervision, and in 
recognition that staff may be involved in difficult cases when the safeguarding 
children team is unavailable, a system of supervision request postcards is also in 
place which staff are able to complete and forward to the safeguarding children team 
to request an adhoc supervision session.  
 
A register of attendance at each safeguarding children supervision session is taken 
and added to the database of safeguarding children supervision managed by the 
safeguarding children team. Uptake of access to safeguarding children supervision is 
reported through the quarterly safeguarding activity reports. Safeguarding children 
supervision is mandated for the safeguarding children professionals.  
 
Safeguarding Adult Supervision 
 
Safeguarding adults supervision is a priority for the team, all team members attend 
regular safeguarding supervision. Supervisors are experienced safeguarding 
professionals, who are based within and outside of the organisation.  
 
The safeguarding adults team have undertaken training to facilitate safeguarding 
supervision. Which is offered and provided to AGH staff on an ad hoc basis 
in response to requests, or an identified need. Safeguarding supervision is offered to 
individuals as well as groups.  
 
Regular safeguarding supervision is provided to the safeguarding adults champions 
which has continued throughout the pandemic. Bespoke safeguarding supervision 
has been facilitated for the complaints team and joint sessions with social services 
colleagues have been offered. However, this has been limited due to the impact of 
Covid 19. A priority for the team is to continue to increase the number of sessions 
facilitated in 2022-2023.  
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Safeguarding Champions  
 
The role of the Safeguarding Champion is intended to provide a link between the 
safeguarding team and their clinical area. They act under the direction of the 
safeguarding professionals and their managers, as a resource and role model for 
colleagues in safeguarding practice. The aim is for the champions to help create and 
maintain an environment which will contribute to the safeguarding of children, young 
people and adults using their safeguarding knowledge, communication skills and 
skills appropriate to each situation. 
 
We have continued to work with our safeguarding champions across the trust 
meeting with them to educate and support them in both their own and team 
development.  Their “local knowledge” supports us with identifying training needs 
specific to their area. With an eye on future succession planning for the teams, we 
will continue to develop these individuals. It is noted that a previous safeguarding 
children champion successfully secured the post of specialist nurse safeguarding 
children.  
 
The success of the safeguarding adults champion model was presented to Bradford 
Health Safeguarding Adults Group (HSAG) as an example of good practice. The 
effectiveness of the safeguarding adults champion meetings will be evaluated in the 
coming year. 
 
“Being a safeguarding champion has offered more training opportunities for myself 
and members of my team. I personally have attended a few of them which has 
added to my professional development and knowledge”  
          (District Nurse) 
   
 
       
 
Safeguarding Audit Work   
 
Audit of service activity and efficacy is an integral element of the work of both 
Safeguarding Teams and the nature and volume of audit has featured in previous 
annual reports. Our audit programme was established to ensure that the areas of 
practice under review are those where a true and clearer understanding of 
compliance, implementation or impact will address the requirements of Safeguarding 
Commissioning Standards. Additionally, our audit activity demonstrates our progress 
and assurance that we are learning from incidents and case reviews.   
 
Over the last 12 months the Trust participated in a number of audits relating to 
safeguarding activity and a summary of these audits is included at Appendix 1. The 
findings of each of these audits have been discussed at the relevant governance 
meetings or Operational Safeguarding Groups.  It is through these groups where 
progress against the actions is monitored. The audit programme continues into 
2022-2023.   
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Safeguarding audits undertaken in the year have included key performance 
indicators of record keeping and documentation, deep dive of case records and 
snapshot audits of compliance against expected practice.  
 
The themes and findings for the audits that were undertaken in 2021-22 included;  
 

· Information regarding children’s attendances to the Emergency Department is 
shared in a timely way to health visitor school nurses and General 
Practitioners 
 

· Numbers of children attending for child protection medicals is increased when 
compared to previous years 
 

· Use of the risk assessment tool for child sexual exploitation in maternity is 
appropriate.  The Named Safeguarding Midwife plans to extend the use of  
this tool for young people attending the Early Pregnancy Unit 
 

· The safeguarding children team have contributed to the Local Safeguarding 
Children Partnerships’ multi agency audit work.  This has included children on 
a child protection plan for a prolonged period, children missing from care and 
children with neglect 
 

· A previous audit of the safeguarding screening tool for adults attending the 
Emergency Department identified some inconsistencies in practice.  
Education was provided to the team and a repeat audit is being arranged for 
2022. With regards to Making Safeguarding Personal we are part of the cross-
district audit group where this is being progressed.  Once the required tool is 
finalised, we will be able to progress this and is included in our 2022-23 audit 
programme 

 
 
 
Safeguarding Adults Team Referrals  
 
The total number of alerts raised by ANHSFT staff to the Safeguarding Adults Team 
in the year of this report was 842, an increase from 680 in the previous year. The 
graph below demonstrates the numbers in this year and provides a comparison 
against previous years. A year-on-year increase in referrals is consistently noted. 
 
The increase reflects increased staff knowledge in identification of safeguarding 
concerns and appropriate reporting to the team.  For each referral to the 
safeguarding team, a significant amount of time is spent gathering and sharing 
information. The safeguarding team prepare the required external reports, and to 
promote information sharing and decision making, will attend the multi-agency 
meetings.  In addition, support is offered to the adult at risk and also support for 
relatives, carers and the staff involved.  
 
The safeguarding adults team will also where required undertake a response to the 
“delegated enquiry” from the local authority. These are initiated where a concern is 
raised against the organisation.  
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Reflecting the continued increase in referrals to the team we aim to review in the 
coming year the resource allocated to the safeguarding adults’ service.  
 

 
 
Safeguarding adult referrals are generated across all areas of the Trust. The graph 
above demonstrates the increasing number of referrals from ANHSFT staff to the 
Safeguarding Adults Team. There has been a consistent increase of referrals over 
the past ten years. This most recent year has seen the biggest increase. 
 
As was noted in previous years’ reports, the majority of alerts are received from 
Emergency Department (ED) and the Acute Admissions Unit (AAU).  It is however 
acknowledged this is where the majority of patients have the first initial interface with 
staff in the hospital.  
 
 
Types of Abuse in adults as reflected in The Care Act (2014) 
 

· Neglect 
· Physical (including domestic 

abuse) 
· Psychological 

· Financial 
· Sexual 
· Organisational  
· Discrimination 

· Human trafficking and modern-day slavery 
 

The table and graph below demonstrate the breakdown of the 842 referrals received 
by the Safeguarding Adults Team in 2021-22 and the subsequent breakdown of the 
types of abuse.  
 

Financial 
 

Neglect Physical Domestic 
abuse 

Psychological Sexual Other 
including 
self-neglect 

Total 

22 280 170 224 74 13 100 883 

363 410 419 429
518 540 534

626 680

842

NUMBER OF REFERRALS

Numbers of safeguarding adult referrals 
2012 to 2022

2012/13 2013/14 2014/15 2015/16 2016/17

2017/18 2018/19 2019/20 2020/21 2021/22
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Adult abuse has many facets and AHSFT recognise the need to reflect this in the 
figures presented. This will give an accurate insight into the incidents of the different 
types of abuse people experience. It is important to note that some people 
experience more than one type of abuse and this is reflected in the numbers above.  
 
Allegations of neglect continues to be the main type of abuse reported to the 
safeguarding adults team. The breakdown in reporting now demonstrates the 
number of disclosures or suspected domestic abuse as a separate category. This is 
reflective of the work by the team to raise awareness of domestic abuse and to be 
able to offer support through the Hospital Independent Domestic Violence Advisor 
(HIDVA). Referrals for people who are self-neglecting have also increased. This is 
reflective of the national picture. The Ann Craft Trust reports an increase in the 
number of self-neglect cases in particular, older people over the past 2 years. 
ADASS also report the prevalence of self-neglect has risen during the pandemic 
(ADASS 2021). 
 
Number of safeguarding adult concerns raised against the Trust: 
 
The number of alerts raised against ANHSFT in 2021/22 is 4, which is less when 
compared to 12 in 2020/2021. 
 
Of the 4 concerns raised against ANHSFT the reasons for alerts included,   
• Concern raised by the local authority regarding poor discharge. 
• Concerns raised following alleged assaults of patients by staff members. 
• Concern raised regarding a pressure ulcer. 
 
The detail included here is kept to a minimum in order to maintain the individual’s 
confidentiality. All cases were investigated by senior members of staff following Trust 

224

170

280

22
74

13 100

Safeguarding Adult's referrals by type 2021-22

Domestic abuse Physical Neglect Financial Psychological Sexual Other
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policy. The number of alerts is less than previous years. Contributing factors may 
include the continued development of the FLOW team who support the discharge 
process, the introduction of the nurse-to-nurse discharge letter, utilisation of 
electronic referrals / systmone, education facilitated by the Tissue Viability team and 
organizational learning from previous safeguarding concerns. These reports of 
concern are set against the context of increasing safeguarding awareness generally 
and in the light of national reports and recommendations where transparency and 
openness is paramount. Concerns related to staff conduct have been investigated 
internally and reported to appropriate agencies 
 
Safeguarding Children Contacts and Referrals  
 
Since 2018, the safeguarding children team have maintained a database to capture 
the contacts to the team.  The reasons for contacts to the team include information 
sharing, information gathering, provision of advice and provision of support.   

Contacts can be made via systmone, phone, face to face or email. These contacts 
are completed for example for children previously known or referred to Children’s 
Social Care, children admitted requiring Child and Adolescent Mental Health support 
and children where additional liaison, information gathering, or sharing is required.  
This electronic system has the added benefit of allowing timely update to the records 
and sharing of information across the organisation. These contacts are summarised 
in the graph below and a comparison to the previous years is included. 

In this year we have noted an increase in referrals to the team via systmone referrals 
and tasks.  This is a positive step and is in response to the education and support 
provided by the team.  There is additional benefit in that the information is 
subsequently available in the electronic patient record. Total numbers referred are 
consistent with previous years. 

 

Referrals to Children’s Social Care  
 
Where practitioners have identified a safeguarding concern, meeting the threshold 
for statutory intervention by Children’s Social Care, there is a procedural requirement 
to make a formal referral. The safeguarding children team actively support and 
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advise staff in the completion of these referrals. These referrals are completed in the 
relevant electronic template and reviewed by the safeguarding children team prior to 
submission to Children’s Social Care by secure email.  This oversight by the 
Safeguarding Children Team enables a process of quality assurance and the 
addition of supplementary information to support the referral. This process 
additionally enables tracking and monitoring of referrals to Children’s Social Care. 
 
Reasons for these referrals to Children’s Social Care included 

· Request for pre-birth assessment 
· Injuries to child 
· lack of parental supervision 
· stresses within the family 
· domestic abuse within the household or  
· Parental substance misuse. 

 
In order to ensure the child is appropriately safeguarded, each of these cases 
required detailed and timely liaison with social care, health visitors, school nurses 
and General Practitioners. This is undertaken by the staff in the identifying area 
supported by the safeguarding children team.  
 
The graph below demonstrates the number of referrals made to Children’s Social 
Care in the year 2021-22 and includes a comparison to the previous two years. It is 
noted, in the year of this report, there has been an increase in referrals to Children’s 
Social Care for both maternity and children’s services.  
 
The figure for Children’s Services also includes those referrals made by the 
Emergency Department.  
 
 

 
 
Child Protection Medical Examinations 
 
Each month a number of children attend the hospital for child protection medical 
examinations to be undertaken. These are detailed examinations undertaken at the 
request of police and children’s social care, where physical abuse or neglect is 
suspected. Each medical examination is undertaken by a Consultant Paediatrician 
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with the appropriate experience and who has completed training to undertake child 
protection medical examinations.  These may also be undertaken by a middle grade 
doctor working under the direct supervision of a Consultant Paediatrician. 
 
A total of 78 children were referred directly to Children’s Services for child protection 
medical examinations in the year 2021-22. These detailed examinations were 
undertaken by a Consultant Paediatrician at the request of the police and children’s 
social care.  
 
This number is a noticeable increase (130%) when compared with the previous year 
2020-21 where a total of 34 children attended for a child protection medical 
examination. We will monitor this trend through our quarterly reports,  and we are 
reviewing the predicted versus actual activity with regards to our contracting and 
funding.  The graph below highlights the numbers of child protection medicals 
completed and the concern given or reasons why they were undertaken. This graph 
is split by calendar year. 
 

 
 
Details of these child protection medicals are held on a central database managed 
by the safeguarding children team. The database supports auditing of numbers 
attending and also tracking of themes and trends. This information is also shared 
with the Bradford Safeguarding Children Partnership to support the collective 
evidencing of numbers and trends of concerns regarding vulnerable children in the 
Bradford district.  
 
The chart below summarises the reason for referral for the child protection medical 
examination, the source of the referral and the geographical area the child resides.  
The chart further summarises the outcome of the medical, in regard to the 
examination findings and pediatrician’s opinion.  
 
The chart below demonstrates the data for the year of the report (2021-22).  
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In addition, to promote reflection and learning amongst the team, all child protection 
medical reports are reviewed at the Child Protection Peer Review meetings. Where 
indicated at peer review, additional information is added to the child’s records and 
shared with Children’s Social Care.  These peer review meetings are attended by 
Consultant Paediatricians and facilitated by the Safeguarding Children Team.  
 
Maternity safeguarding activity 
 
The Named Safeguarding Midwife collates quarterly information relating to 
safeguarding activity within maternity services. This information is also included in 
the safeguarding children and adults’ quarterly activity reports. In addition, a 
summary of the quarterly maternity safeguarding related activity is submitted to the 
Women’s Integrated Governance Group meeting (WIGG).  
 
A number of individual cases were referred to the Named Safeguarding Midwife in 
the year where safeguarding concerns are identified. This includes where women 
are known to mental health services, domestic abuse is known to be happening in 
the current or previous relationships, as well as families where there have been 
previous safeguarding concerns.  
 
For each of these cases multi-agency liaison takes place and, in some cases, multi-
agency planning meetings are held in advance of the production of pre-birth 
assessment and management plans. In some referrals to the Named Safeguarding 
Midwife there have been previous known safeguarding concerns, but no concerns 
identified in current pregnancy.   
 
In response to a noted reduction in referrals, in quarter two of the year, the Named 
Safeguarding Midwife has actively worked with teams across the service to raise 
awareness of what should be referred to the safeguarding team.  Since this 
intervention took place, numbers appear to be increased. 
The safeguarding midwife referrals for the year are summarised in the graph below 
and is split by quarters of the year.  
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Removals to local authority care 
 
In some circumstances a newborn baby will require removal to the care of the local 
authority and not be allowed home with the family. The graph below provides this 
information for the year of this report. 
 

 
 
 

Changes to service model in maternity services 
 
In quarter three of this report year, the maternity “Poppy team” was disestablished as 
part of the measures to support staffing in maternity services. This was a team 
previously established to focus on vulnerable women and families, and those 
requiring additional support in the antenatal and postnatal period.   
 
The safeguarding children team recognised this change in model brought a risk to 
delivery against our statutory safeguarding requirements. In response, the 
safeguarding children team undertook a review the resource allocated to the Named 
Safeguarding Midwife which included detail of the risks.  A business case was 
prepared to increase the staffing resource for the service.   
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It has since been agreed to increase the resource to mitigate the risk associated with 
this change in model.  This will be with effect from April 2022.  
 
The intended aim of the increase in resource, is to enable oversight of all vulnerable 
women on the maternity caseload.  This will entail proactive safeguarding case 
supervision, tracking all cases referred, and those considered not for referral to 
social care.  In addition, the role is intended to support child protection report 
completion and enabling a presence at strategy meetings and child protection case 
conferences.  
 
Emergency Department Safeguarding Children Activity  
 
The Paediatric Liaison Nurse collates information related to safeguarding children 
activity in the Emergency Department.  This is included in the safeguarding children 
quarterly report collated by the Named Nurse for Safeguarding Children and 
presented to the Strategic Safeguarding Group.  
 
A total of 14998 children attended the Emergency Department in the year 2021-
2022. This is a noticeable increase from 8536 in the previous year. It is however 
noted the previous year covered the covid 19 pandemic lockdown periods. 
 
The Paediatric Liaison Nurse is based in the Emergency Department and reviews all 
the attendances of children to ensure the required information sharing is complete 
and all required actions to safeguard the child have been completed.  
 
For a number of these children additional liaison is required in order to safeguard 
their wellbeing. A number of these children who attended were known to Children’s 
Social Care and a number also required liaison with the Health Visitor or School 
Nurse. This liaison is undertaken either via telephone or electronically via email, task 
or written referral. 
 
A summary of this activity is presented in the graph below. 
 

 
 
An increase in referrals to paediatric liaison service is noted in this most recent year.  
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This is considered reflective of an increased number of children attending the 
Emergency Department this year. Colleagues in the Emergency Department report a 
noticeable increase in children presenting where parents have been unable to get 
access to General Practice services and increased parental anxiety regarding covid 
and management of illnesses generally.  
 
Domestic Abuse 
  
The Trust continues to be represented on the North Yorkshire, Bradford and East 
Lancashire Multi-Agency Risk Assessment Conferences (MARAC) for domestic 
abuse victims. The number of domestic abuse cases identified has again risen over 
2021-22 and has resulted in additional cases being referred into the MARAC 
process.  
 
The Safeguarding Adults Team received 214 referrals of alleged victims of domestic 
abuse in the year. This is an increase of 28 referrals from the previous year. 145 
cases were referred to MARAC by the Safeguarding Adults Team. This is noted as 
an increase of almost four times the number in the previous year when 48 cases 
were referred.  
 
The total number of referrals to the Safeguarding Adults Team regarding concerns 
about domestic abuse is summarised in the graph below: 
 

 
 
It is noted there is a consistent increase in referrals year on year.  
 
A number of these cases were discussed at each of the relevant MARAC meetings 
and information about the family was shared across the agencies to enable multi-
agency management of the risk related to each case.   
 
This specific MARAC work results in increased workload within the safeguarding 
teams. Where there is specific detail to share the MARAC meetings are attended by 
the Named Safeguarding Midwife, the Senior Nurse Safeguarding Adults/Named 
Nurse Safeguarding Adults or the Safeguarding Children Nurse Specialist. MARAC 
meetings are held virtually.  
 
In April 2021 the Trust, in conjunction with Staying Put (Staying Put is a domestic 
abuse and sexual violence charity which provides support services to victims and 
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survivors across Bradford and Keighley) the Trust employed a hospital based 
Independent Domestic Violence Advocate (IDVA).  
 
The main purpose of independent domestic violence advisors is to address the 
safety of victims at high risk of harm from intimate partners, ex-partners or family 
members to secure their safety and the safety of their children. This post strengthens 
the safeguarding offer to those at risk or victims of domestic abuse.  The IDVA role 
enables timely provision of advice and support, and also ensures the relevant safety 
planning and onward signposting to support services. The IDVA works alongside 
both safeguarding children and safeguarding adults’ teams. 
 
This post is initially funded for a year however it is our aim to make the role 
substantive for the coming year. 
 
Testimony by Fran (HIDVA) 

Since joining AGH I have been able to support both staff and patients, people 
present with complex needs and additional safeguarding concerns. Through being 
integrated into the safeguarding teams I can offer support in a timely way, allowing 
for safety planning, sign posting and multi-agency working. Engagement with people 
who are in-patients has been easier in comparison to community referrals. A HIDVA 
clinic has been set up offering those an appointment if they attend the emergency 
department out of hours. I have supported the district nurse team offering advice and 
support for community cases. I have forged effective links with the chaplaincy 
service and employee health and well-being and other departments. Priorities for 
2022-2023 include continued training offer, a blog and continued development of the 
role. Feedback from clients include:   

Client A - "I would have stayed with him for another 20 years” 

Client B - “You have been absolutely incredible". “Amazing and really helpful". 

 
Domestic Abuse Disclosures in Maternity Services 
 
All women are expected to be routinely asked about domestic abuse whilst under the 
care of maternity services and those disclosing abuse are signposted to support 
services. This requirement has continued through the covid 19 pandemic however it 
is acknowledged that, when women are contacted by phone, it is not always possible 
for staff to ask the question as they are unsure the woman is alone and able to 
speak freely.   
 
Midwives within the Trust are required to notify the Named Midwife when a pregnant 
woman has disclosed that she is subject to domestic abuse. This is to ensure the 
required information sharing is complete and support the necessary safety planning 
for the family. The Named Midwife also receives referrals from the Police and Social 
Care relating to those pregnant women who have been subject to domestic abuse. 
This enables the required safety planning and assessment of risk. In addition, 
practitioners in any clinical area may refer to either of the Safeguarding Teams in 
order to access information and support in relation to domestic abuse. 
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The graph below summarises the numbers of referrals to the Named Safeguarding 
Midwife regarding domestic abuse since 2015. 
 
 

 
 
In 2021-22, a total of 36 pregnant women were referred to the Named Safeguarding 
Midwife with a history of domestic abuse. This is noted as consistent when 
compared with the number of referrals in the year 2020-21 when we saw 35 referrals 
to Named Safeguarding Midwife regarding domestic abuse. These numbers however 
are reduced when compared to the previous years.   
 
In response to a noted reduction in referrals regarding pregnant women and 
domestic abuse in the recent years, this year the Named Safeguarding Midwife has 
actively worked alongside the hospital Independent Domestic Violence Advocate to 
increase maternity staff knowledge and awareness of domestic abuse and coercive 
control.  
 
This training has been well received and positively evaluated by the staff involved. 
This has a beneficial impact on the women they work with as well as the staff 
themselves as they are now aware they can access the support themselves. Over 
the coming year we will continue this collaborative approach to training our staff in 
maternity.  
 
Through our quarterly safeguarding children activity report we will continue to 
monitor this issue. An audit of patient records undertaken in quarter 4 of the year by 
the Named Safeguarding Midwife has identified an inconsistency in the recording of 
domestic abuse concern by the midwives. Three cases were initially recorded 
however the actual number was fifteen. Work is underway to correct this data 
recording. The women had received the necessary safeguarding input and advice, 
the error is in relation to recording numbers.  
 
Domestic Abuse and Sexual Violence Work Streams 

 
The Trust’s Safeguarding Teams works with partner agencies across all three local 
authorities to implement the district wide Strategy for Tackling Domestic Abuse and 
Sexual Violence.  To support the progression of the action required to address this 
strategy, all actions are now progressed through the Safeguarding Children and 
Adults Operational Group with the work streams incorporated into “business as 
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usual”. Any emerging matters or exceptions to report are addressed via the Strategic 
Safeguarding Children and Adult’s Group.   
 
Domestic and sexual violence early help subgroup. 
 
In this year to progress the early help in relation to domestic and sexual violence 
agenda we were approached to support this work.  Our Assistant Chief Nurse 
Patient Safety and our Named Nurse Safeguarding Children are, alongside the Early 
Help Service Manager, now the cochairs of this subgroup.  Terms of reference are in 
place and an action tracker to support the actions required has been collated.  
 
White ribbon campaign 
 
Violence against women, whether it occurs directly within, or outside an organisation 
is a serious, prevalent and preventable issue. Male violence in all its forms has an 
impact on the health and safety of employees, their well-being and their 
productivity.  It impacts negatively on workplace culture, organisational reputation 
and success. Outward facing organisations can also make a significant difference by 
the way in which they relate to their customers and stakeholders. Public sector 
bodies achieving White Ribbon Accreditation are able to demonstrate they are 
meeting the Public Sector Equality Duty under the Equality Act 2010. 
 
In this year we have made initial enquiries regarding the requirements for the trust to 
gain the accreditation. Gaining the accreditation is intended to support the trust to;  

· make a difference in our communities to end violence against women 
· improve our organisational culture, safety and morale 
· increase the knowledge and skills of our staff to address violence against 

women 
· improve our reputation 
· improve the experience of our customers and stakeholders 
· become an employer of choice 

 
Multi-Agency Training Sub-Group 
 
BSAB multi-agency training sub-group has recruited a new chair and vice chair. The 
safeguarding adult team are supporting this work through the vice chair position. The 
aim of the group is to meet on behalf of the Safeguarding Adult Board to coordinate 
and ensure the effectiveness of safeguarding adults learning and development 
activity in the Bradford District to enable those working with adults at risk (and 
children) of experiencing abuse and neglect are appropriately skilled and competent. 
This is done through offering additional training to compliment the training partner 
agencies are required to offer through mandatory training. 
 
Female Genital Mutilation (FGM)  
 
Since April 2015 the Trust has been required to collect mandatory FGM data in order 
to submit to the Health and Social Care Information Centre. Within ANHSFT a 
process for reporting is now established together with guidance for staff who may be 
encountering and managing these cases. This process is led by the Named Nurse 



Page | 33                                         
 

Safeguarding Children and the mandatory external reporting is completed on a 
monthly basis with the support of the Information Services department.  
 
To support this mandatory reporting, the Trust has a guideline for the management 
of cases of FGM in place.  In 2019 FGM- information sharing was implemented in 
the trust as part of the national initiative. This process is included in the clinical 
guideline for managing cases of FGM.  
 
In 2021-2022 the Trust reported fifteen women through the mandatory reporting 
system.  This is noted as an increase when compared to 2020-2021 when the Trust 
reported no women with female genital mutilation.  
 
The chart below summarises numbers referred over the last three years for 
comparison. It is noted the majority of reporting by the organisation has been for 
women with consensual genital piercings or cosmetic labioplasty rather than abusive 
type genital mutilation. Reporting is consistent with the World Health Organisation 
classification. 
 

 
 
Complaints and Whistle Blowing 
 
ANHSFT is fully committed to the principles set out by the Government and National 
Policy, ensuring that the services provided help to keep children, young people and 
adults safe from harm. 188 complaints received by the Trust. The complaints 
process is under review and the escalation of complaints in regard to safeguarding 
adults has been updated. The complaints team forward to either the Senior Nurse for 
Safeguarding Adults or Named Nurse for Safeguarding Children to review. This is in 
order to ensure the complaint is assessed and reviewed against the Safeguarding 
Adults and Safeguarding Children and Younger People Trust Polices.  
 
In the year 2021-2022 there were three complaints which, whilst not specifically 
related to safeguarding, required further scrutiny and investigation with regard to 
safeguarding.  Each has been investigated in accordance with the complaints 
investigation process.   
 
In the year 2021-2022 there were four patient safety concerns raised through the 
Trust whistle blowing process, via the ‘Freedom to Speak up Guardian’. This 
represented 18% of the total concerns.  Each was escalated to the relevant Head of 
Service.  
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Child Safeguarding Practice Reviews, Safeguarding Adults 
Reviews and Domestic Homicide Reviews 
 
Child Safeguarding Practice Review   
 
Where a child dies or is seriously injured as a result of abuse or neglect, a child 
safeguarding practice review is undertaken requiring each agency to contribute to a 
multi-agency review of their practice. These reviews are initiated by the Local 
Safeguarding Children Partnerships and independent authors allocated.  
 
In this year one child safeguarding practice review was concluded having 
commenced the previous year.  This was in relation to the death of a child from 
severe trauma. In this year the criminal proceedings were held resulting in 
convictions of mum and her partner.  
 
The trust was represented as a panel member, a number of panel meetings took 
place, an initial report written, and an action plan collated. However, following 
detailed discussions between the National Panel and the Bradford Safeguarding 
Children Partnership it was decided to revise the review into how agencies 
responded to the events leading up to the murder.  
  
It was acknowledged not all the detailed evidence included in the trial was available 
to the independent author of the review. Both the National Panel and the Local 
Safeguarding Children Partnership agreed that this mass of evidence needs to be 
looked at in great depth to make sure the review’s recommendations are as robust 
as they can be so that learning for all agencies is captured. It is anticipated the 
review will now be published in quarter one of 2022-23.  
We have, whilst awaiting publication of the full report, progressed our action plan 
locally.  Progress against the local action plan will be monitored via both the 
operational and strategic safeguarding groups.  
 
Immediate learning included the recognition of risk and vulnerabilities in the 
antenatal period. The additional resource allocated to Named Safeguarding Midwife 
from April 2022 is intended to promote oversight of all vulnerable women on the 
maternity caseload. This will support proactive safeguarding case supervision, 
tracking all cases referred, and review of those considered not for referral to social 
care.   
 
Scoping for reviews of child safeguarding practice. 
 
In addition to those cases progressing to child safeguarding practice reviews, a 
number of scoping requests are required to be completed to inform the rapid review 
process. These scoping requests require review of the records for the child involved. 
In this year we have completed twelve scoping reviews to support the decision 
making by the Case Review Group. Whilst a number of these scoping identified no 
involvement we are still required to submit a formal response.  
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Safeguarding Adult Reviews (SAR) 
 
In the year 2021-2022 two SARs (West Yorkshire) are awaiting publication. 
There have been no SARs involving patients from AHNSFT services in North 
Yorkshire, however, any learning from regional SARs has been adopted. 
The Assistant Chief Nurse Patient Safety is also a member of the Bradford SAR 
Standing Panel and North Yorkshire LAR Standing Panel and as such is actively 
engaged in the screening for recommendations of SARs to the relevant SABs. 
 
Domestic Homicide Reviews (DHR) 
 
Following the statutory requirements relating to DHR (2011), in 2021-2022 there 
were no confirmed DHRs involving ANHSFT. The Assistant Chief Nurse, Patient 
Safety, is a member of the Multi-agency DHR Standing Panel. 
 
Child Death Review Process 
 
In accordance with the revised 2018 Working Together to Safeguard Children 
publication a number of changes to the child death review process came into effect 
from September 2019.  
The arrangements apply to all child deaths and to stillbirths where no health 
professional was in attendance. The Child Death Review partners role is to ensure 
that all statutory obligations are met following a child death.  
 
Within the changes implemented was the introduction of the “Designated Doctor for 
Child Death” role.  In this year we have supported the appointment of an 
experienced Consultant Paediatrician from Airedale NHS Foundation Trust into this 
team. This has strengthened the support available to colleagues in the organisation.    
A revision to the child death overview panel was made in 2019 with the requirement 
for local child death review meetings to be held.  To ensure safeguarding children 
matters are recognised and appropriately addressed through the child death review 
process, the Named Nurse for Safeguarding Children is a member of the local Child 
Death Review group. Meetings have been held virtually over the year and any 
emerging themes and learning are escalated to the Children’s Quality and Safety 
Group or Operational Safeguarding Children and Adults Group. 
As part of our multi agency partnership working, our Named Safeguarding Midwife 
has contributed to the North Yorkshire Safeguarding Children Partnership sudden 
unexpected death in infancy (SUDI) prevention work. Many of the recognised risk 
factors for SUDI overlap with those for child abuse and neglect. A training package 
for midwives to support families to reduce the risk of SUDI has been devised which 
the Named Safeguarding Midwife will cascade this training over the coming year. 
  
Allegations against professionals working with children 
 
The Named Nurse for Safeguarding Children is the named senior officer to whom 
safeguarding children allegations against staff working with children are reported.  
A person's behaviour at work, home or online, may cause concerns about their 
suitability to work with, or volunteer with children or young people. Concerns about a 
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person who works with children, or in connection with their employment or voluntary 
activity may cover one or more of the following categories.  
 

· Behaved in a way that has harmed a child, or may have harmed a child 
· Possibly committed a criminal offence against or related to a child 
· Behaved in a way that indicates they would pose a risk of harm if they work 

regularly or closely with children 
 
In 2021-2022 there were two concerns raised regarding Trust staff whose work 
involves contact with children. This number is noted as consistent with the previous 
year when two concerns regarding staff were raised. Where such concerns are 
raised a referral is made to the Local Authority Designated Officer (LADO) for 
ongoing assessment and management of the case. This ongoing liaison is managed 
by the Named Nurse Safeguarding Children.  
 
Mental Capacity Act    
 
Prior to the Covid 19 pandemic the MCA Working Group met quarterly. During the 
pandemic this meeting was stepped down. This has since been reestablished. This 
group has representation from the Trust’s clinical groups, CCG and Bradford District 
Care Foundation Trust (BDCFT).  
 
Key activities this year included:  

· Due to the Covid 19 pandemic all face to face mandatory training was 
postponed. MCA and DoLS training continued to be available to staff through 
the e-learning package. 

· As restrictions have eased a number of ward-based training sessions have 
taken place on MCA and DoLS. 

· We supported education and training on the MCA and DoLS by providing 
sessions via Microsoft teams as well as limited face to face training when 
restrictions allowed. 

· Provided an advisory service to all hospital staff. 
· The Safeguarding Adults Team also acts as a central point for all referrals for 

IMCAs and DoLs requests.  
· Staff have access to training that has been offered by the CCG which includes 

the MCA master class. 
· The trust commissioned a study day for 40 members of staff on the interface 

between the MCA and MHA. 
 
Deprivation of Liberty Safeguards 
 
Whilst significant work has been undertaken by the Safeguarding Adults Team 
regarding the processes of granting Urgent Authorisations and applications for 
Standard Authorisations, challenges still remain related to timeframes and Best 
Interest Assessor visits. The Trust now has five members of staff who have 
completed the Best Interest Assessor (BIA) Course. There are two members of staff 
who are due to commence the course. This is in preparation for the implementation 
of Liberty Protection Safeguards (LPS). The trust is represented  
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The total number of referrals from clinical areas regarding patients who may be 
being deprived of their liberty made to the Safeguarding Team (April 2021- March 
2022) was 648 compared to 475 in 2020/2021 
 

· The number of patients referred to the Safeguarding Team who did not meet 
the Acid test was 238. 

· The number of patients who did meet the “acid test” and had an Urgent 
Authorisation granted by us as the Managing Authority was 410, an increase 
from 319 in the previous year 

· The number of IMCA referrals was 6 consistent with 8 in the previous year 
· Number of those patients who were subsequently granted a Standard 

Authorisation by the Supervisory Body (LA) was 0 it is likely this was impacted 
by the Covid 19 pandemic as BIA’s were not carrying out assessments in the 
hospital. The safeguarding adults team has regular contact with the DoLS 
team at the local authority and makes contact for advice and support. 

 
 
Liberty Protection Safeguards (LPS) 
 
In some instances, it is necessary to deprive a person who lacks the relevant 
capacity of their liberty in order to deliver essential care or treatment to that person. 
This must be done with the greatest of care and respect for that person and their 
rights.  
 
The Mental Capacity (Amendment) Act 2019 made changes to the legislation which, 
once implemented, will repeal the DoLS and replace it with the Liberty Protection 
Safeguards (LPS). This new system will protect people aged 16 and above who are, 
or who need to be, deprived of their liberty to enable their care or treatment and who 
lack the mental capacity to consent to these arrangements. LPS is designed to be a 
simpler, more streamlined system which puts the person being deprived of liberty at 
the heart of the decision-making process. 
 
Over this year we have been monitoring progress of the introduction of LPS.  
Understandably, as a consequence of the covid 19 pandemic, this has been 
postponed.  At the time of this report, a national consultation exercise is underway 
due to close in July 2022.  Once this consultation is completed, we anticipate 
learning more regarding the requirements and implications for our practice.   
 
Partnership Working 
 
The delivery of effective safeguarding for both children and adults is dependent on 
multi-agency working. Strategic work is often set by the Safeguarding Children 
Partnerships and Safeguarding Adults Safeguarding Boards. These are translated 
into work stream which are progressed by the Safeguarding Teams and the Strategic 
Safeguarding Children and adults Group.   
 
Examples of such work in the year 2021-2022 have included.  
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· Contribution to the development of a multi-agency protocol regarding 
recognition of Harmful sexual behaviour and staff training 

· Lead for the development of a Pre discharge planning protocol for children 
where there are safeguarding concerns 

· Domestic and sexual violence early help co-chairs 
· Contribution to multi-agency audits regarding children on child protection plan 

for prolonged time, children missing from care and children suffering from 
neglect 

 
Inspections and Assurance Monitoring 
 
In 2019 Airedale NHS Foundation Trust was included in the Bradford Care Quality 
Commission Safeguarding Children and Looked After Services (CLAS) Review. 
Focusing on services to children these reviewers visited the Emergency Department 
and Maternity Services at Airedale in addition to areas across Bradford.  The report 
was published in the summer of 2019, and as this was a review rather than an 
inspection there was no judgement applied.  The review demonstrated areas of 
strength, in addition to some areas for improvement and an action plan was 
compiled.  
 
In April 2021 the Named Doctor for Safeguarding Children and Named Nurse 
Safeguarding Children contributed to a “tabletop review” of all health providers 
progress against their action plans, facilitated by the Clinical Commissioning Group. 
A number of changes to our practice have been implemented and form part of our 
“business as usual” practice. 
 
External meeting representation 
 
In addition to the work streams identified above, the appropriate safeguarding teams 
are represented at a number of different external meetings. The feedback 
mechanism for these meetings is through the Operational Safeguarding Children and 
Adults Meeting and Strategic Safeguarding Children and Adults Group.  These 
external meetings are summarised by the three localities in the table below. 
 
 
Bradford 
 

North Yorkshire East Lancashire Regional/ 
national 

Bradford Safeguarding  
Children Partnership 

Local Safeguarding 
Partnership Group 

Health and Social 
Care Safeguarding 
Children Group 

Safeguarding 
midwives forum 

Bradford Safeguarding 
Children Partnership 
Subgroups 

North Yorkshire Named 
and Designated 
Safeguarding Children 
Group 

 Named and 
designated 
safeguarding children 
professional network 

MARAC MARAC MARAC  
Bradford Safeguarding 
Adult’s Board  

Safeguarding Health 
Partnership Group 

  

Bradford Safeguarding 
Adult’s Board 
Subgroups 

NY Strategic 
Partnership 
Safeguarding Children 
Group (2019 onwards) 
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Safeguarding Children 
Health Professionals 
Group 

NY Safeguarding 
Children Practice 
Development Subgroup 
(2019 onwards virtual 
member) 

  

Health Safeguarding 
Children and Social 
Care Group 

NY Safeguarding 
Children Learning and 
Improvement Subgroup 
(2019 onwards virtual 
member) 

  

Local Authority 
Children’s Partnership 
Improvement Board  

NY Safeguarding 
Adults Performance 
Quality & Improvement 
Board 
 

  

Local Authority 
Children’s Partnership 
Improvement Group 

NY Safeguarding 
Adults Policy, Practice 
Development & 
Legislation Board 
 

  

Safeguarding Adult’s 
Partnership Group 

NY Safeguarding 
Adults Group 
Supervision for 
Safeguarding 

  

Domestic Abuse Early 
Help subgroup 

LeDeR Steering Group   

Multi Agency Child 
Exploitation Panel 

Health Safeguarding 
Children and Social 
Care Group 

  

Health Providers 
Vulnerable Children 
Working Group 

   

LeDeR Steering Group    
MCA Regional Group    
MCA Health Providers    
District LPS 
Implementation Group 

   

 
 
 
 
Safeguarding children and Covid-19 pandemic 
 
In recognition of the need to maintain access to the services of the safeguarding 
children team, and in response to a national directive to protect child protection 
services, the decision was taken at executive level not to redeploy the safeguarding 
children team into alternative roles.  The safeguarding children team has continued 
to provide guidance, education and support across the organisation.  Consistent with 
social distancing requirements the team has over the year reintroduced small group 
face to face training sessions.  
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Priorities for 2022-2023  
 

· To continue to be able to evidence capture of the Voice of the Child 
· To monitor progression within the annual audit programme to ensure that 

our learning translates into practice 
· Contribute to consultation on and progress implementation of Liberty 

Protection Safeguards 
· Continue to embed Making Safeguarding Personal for safeguarding adults 
· Evaluate the routine enquiry regarding domestic abuse at welcome back 

conversation 
· Make substantive the post of hospital based IDVA 
· Update our policy and procedures 
· Review the resource allocated to safeguarding adult’s team 
· Increase uptake of safeguarding supervision 
· Progress the crisis pathway for managing children presenting with mental 

health crisis 
· Launch the educational resource regarding preventing infant and child 

abduction 
 

Summary 
This annual report for 2021-2022 once again highlights a year of significant activity 
for the safeguarding services. The Trust has embedded mechanisms to safeguard 
children and adults at risk which enable staff to actively respond to local and national 
developments.   
Safeguarding children young people and adults cannot be done in isolation, we 
recognise it is only truly effective when we work collaboratively and restoratively with 
our partner agencies to “think family” and protect those at risk of harm, abuse or 
neglect.  
Practice around safeguarding is always complex and challenging; arrangements are 
frequently under review and we will ensure that we continue to work effectively.  
We recognise there is much more to achieve, and the development and delivery of 
future priorities will help ensure that the trust if fully engaged in the effective 
prevention of and response to safeguarding concerns.  
The underpinning message however remains the same in that safeguarding is 
everyone’s responsibility irrespective of role or position.  
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APPENDIX 1 SAFEGUARDING CHILDREN AND ADULTS AUDIT SUMMARY 2021/2022 

Issue / Process to 
be audited 

Driver 
Egg Local /CQC/SCR 
recommendation 
etc. 

Area of 
 Test 

Outcome Learning 

Recognition and 
assessment of 
safeguarding needs 
with appropriate 
response from clinical 
staff  

Local driver: to provide 
internal and CCG 
assurance  

Emergency 
Department  

The findings confirm 
timely recognition and 
assessment was 
completed in 51% of 
the cases. 
An immediate action 
for additional training 
was implemented 
through presentation 
at clinical governance 
group 

Following local 
education and 
training updates, 
this audit will form 
part of the annual 
audit programme 
to continually 
improve practice. 
This is an ongoing 
piece of work 
where there are 
challenges due to 
paper and 
electronic patient 
records.  

Integrated 
Safeguarding 
Governance audit 
North Yorkshire 

Safeguarding Children 
Partnership and 
Safeguarding Adults Board  
requirement  

Trust wide Compliant in all areas Continue to build 
on the audit 
annually.  

Quarterly audit 
safeguarding children 
activity 

Local requirement Trust wide Received for 
information 
operational and 
strategic 
safeguarding 
meetings 

Quarterly audit 
continues. Activity 
trends used to 
inform future 
training and 
education 

Quarterly audit 
safeguarding adults 
activity 

Local requirement Trust wide Received for 
information 
operational and 
strategic 
safeguarding 
meetings 

Quarterly audit 
continues. Activity 
trends used to 
inform future 
training and 
education 

Uptake of 
safeguarding children 
supervision 

Local requirement Trust wide Received for 
information 
operational and 
strategic 
safeguarding 
meetings 

Quarterly audit 
continues. 
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The safeguarding adult’s team will prioritise audit work for 2022/2023. Due to resource 
pressures, it has been a challenge to complete audits in 2021/2022.   

Compliance with 
timeliness of discharge 
notification for children 
attending Emergency 
Department 

Care Quality Commission 
action plan requirement 

Emergency 
Department 

Received for 
information 
operational and 
strategic 
safeguarding 
meetings 

Business as usual 

Compliance with use 
of the child sexual 
exploitation risk 
assessment process  

Action within the CQC 
children looked after and 
safeguarding review from 
2019  

Maternity 
services  

Findings indicate full 
compliance  

Audit now 
completed 
proactively as part 
of business as 
usual.  To extend 
scope of tool to 
early pregnancy 
unit 



APPENDIX A:    SELF DECLARATION : SAFEGUARDING CHILDREN   
 
Provider ............Airedale NHS Foundation Trust ..  Completed by.....Jo Newman .... Date ……May 2022 
 
RED: Not Compliant.  AMBER: Partially Compliant. GREEN: Fully Compliant  
 
 

 
1 Policy and procedures  RAG rating  

Children 

Summary of evidence if compliant  

1.1 The provider will ensure that it has up to date organisational safeguarding 
children policies and procedures which reflect and adhere to the Local 
Safeguarding Children Partnerships(LSCB)  

green The policy and procedures for 
safeguarding were revised and ratified in 
September 2019. 
 
The policy and procedures reflect the 
Bradford Safeguarding Children 
Partnership and include hyperlinks to the 
BSCP policy and procedures. 
 

The policy and procedures rationalised 
adult and child policies into single 
safeguarding policy and procedures. 

Review scheduled for August 2022 

1.2 The provider will ensure that organisational safeguarding policies and 
procedures give clear guidance on how to recognise and refer child 
safeguarding concerns and ensure that all staff have access to the guidance 
and know how to use it. 
 

green The Safeguarding Policy and Procedures 
include guidance on recognition and 
referral of concerns.  
This is incorporated into all levels of 
safeguarding children training.  
 
A link to the policy is available from each 
computer in the Trust via the navigation 
menu. 
 



The safeguarding children team continue 
to receive contact from adult areas of the 
hospital.  This is either regarding young 
people in adult areas even if there are no 
safeguarding concerns identified or if an 
adult attends an area and there are 
concerns about their children.  
 
A process for recording contacts to the 
safeguarding children team was 
established in Autumn 2017.  This was 
with the intended aim of promoting robust 
awareness and oversight of safeguarding 
children. The safeguarding children 
nurses attend daily during working week 
the children’s areas of the hospital to 
proactively support staff. 
 
A database to record these contacts was 
implemented in Q1 18/19 
 
Staff questionnaires have been used to 
determine staff knowledge regarding 
safeguarding children.  The findings were 
collated and presented via operational 
safeguarding children meeting. 
 
A summary of contacts is included in the 
safeguarding children quarterly activity 
reports. 
 
A flow chart is now in place to support 
recognition and management of children 
presenting to Emergency Department with 
special educational needs and or learning 
disabilities 
 
 

1.3 The provider will ensure that safeguarding children policies provide guidance for 
staff who work primarily with adults. This must include the need to be mindful of 
adult issues that affect children’s wellbeing such as parental or carer mental ill-

green This is included in policy and procedures 
for safeguarding children 
 



health, domestic abuse, alcohol or drug misuse and adults who may pose a risk 
to children for any other reason.  

Internal operational group established 
2017 to progress the recommendations 
within the Bradford Tackling Domestic and 
Sexual Violence strategy 
 
From January 2020 trust wide operational 
safeguarding group has progressed these 
issues 
 
Additionally, the rationalised Safeguarding 
Children Young People and Adults Policy 
implemented September 2019 includes 
detail regarding recognition and 
supporting the safeguarding elements of 
transition from children to adult services. 
 
Adult mental health services include in 
safeguarding supervision sessions. 
 

1.4 The provider will ensure that all other corporate and clinical policies with 
relevance to safeguarding are consistent with and referenced to safeguarding 
legislation, national policy / guidance and local multiagency safeguarding 
procedures.  

green Trust policy is in line with local multi-
agency guidance and the West Yorkshire 
and North Yorkshire Procedures 
 
The policy clearly identifies which other 
policies and procedures are linked to 
Safeguarding. 
 
The policies are available on the Trust 
wide Aireshare site. 
 
The Trust’s Safeguarding Children Policy 
is compliant with the requirements for 
safeguarding children Section 11 Children 
Act 2004. 
 
The Trust Policy (Safeguarding Children 
and Young People) hyperlinks to Bradford 
Safeguarding Children Partnership, North 
Yorkshire Safeguarding Children 
Partnership and Lancashire Safeguarding 



Children Partnership Policies and 
procedures. 
 
All policies are subject to maximum 3 
yearly reviews. This was completed 
September 2019. 
 

1.6 The Provider will have an up to date ‘whistle-blowing’/ Raising Concerns 
procedure, which is referenced to local multiagency procedures and covers 
arrangements for staff to express concerns both within the organisation and to 
external agencies. The provider must have systems in place to demonstrate that 
all staff are aware of their duties, rights and legal protection, in relation to 
whistle-blowing/Raising Concerns and that they will be supported to do so. 

green The Trust has an up-to-date Reporting 
Concerns and Whistle Blowing policy 
The policy references multi-agency 
procedures. 
In addition, engagement sessions are 
held in clinical areas of the trust allowing 
opportunity for staff to raise issues with 
the General Managers and senior nursing 
leads  
 
Freedom to speak up guardian in place 
for staff to contact. 
 
Nurse bank now has an identified matron 
as “route in and out” for safeguarding 
updates and concern escalation. 
 

1.7 The provider will ensure that a clinical / professional supervision policy is in 
place and that safeguarding practice is included as a standard item.  

green A Clinical Supervision in Practice 
Framework is in place. 
This clinical supervision framework 
provides an additional means for ensuring 
that clinicians are continuously working 
towards improving the quality of services 
and safeguarding high standards of care. 
A database to record staff accessing 
safeguarding children supervision is in 
place. The numbers of staff accessing 
supervision is included in the quarterly 
safeguarding children activity reports. 

May 2020 Child Protection peer review 
implemented using Microsoft teams. 



increased uptake in attendance noted. 

1.8 NHS Trust providers will have an up-to-date policy which ensures that all staff 
who work predominantly with children, young people and adults who are 
parents, have access to safeguarding children supervision.  

green A Safeguarding Children Supervision 
Policy is in place updated 2021 
 
Safeguarding children supervision 
sessions are facilitated twice monthly with 
ad hoc sessions available in between. 
 
A database of supervision session 
attendances is managed by the 
safeguarding children team. 

Five additional safeguarding supervisors 
were trained 16/10/19 bringing the total 
trained across the organisation to 18.  

This training is jointly facilitated with 
BTHFT and CCG It is intended to 
continue to facilitate this supervisor 
training on an annual basis.  

Uptake of safeguarding children 
supervision is included in the quarterly 
safeguarding children activity report. 

Safeguarding supervision sessions for 
consultant paediatricians facilitated on 
alternate months using Microsoft teams. 

Fortnightly safeguarding children 
supervision sessions are facilitated in 
Children’s Services. 

Group safeguarding children supervision 
sessions are facilitated monthly in the 
Emergency Department. These 
safeguarding supervision sessions open 



to psychiatric liaison nurses working in 
ED. 

Update May 2022 unable to facilitate 
further face to face supervisor training due 
to pandemic-  to review re virtual training 
options in Summer 2022. 

 
 
2 Governance  RAG rating  

Children 

 

2.1 The Provider will identify a person(s) with lead responsibility for safeguarding 
children. For NHS Bodies / Trusts, this will be a Board-Level executive Director 
with lead responsibility for safeguarding children. 

green The Chief Nurse is the Executive Lead for 
Safeguarding and as such sits on the 
Trust Board to ensure there is board level 
awareness of the safeguarding children’s 
agenda. 

2.2 NHS Trust providers will identify a named nurse and doctor or named 
professional as required in statutory guidance (Working together to safeguarding 
children 2018) with lead responsibility for promoting good professional practice 
and providing advice and expertise in safeguarding children. 

green Since April 2022 a revised structure for 
the safeguarding children team has been 
in place.  The team now consists of 1WTE 
Named Nurse, 1WTE Nurse Specialist, 
1WTE Named Midwife, 0.8WTE 
Safeguarding Children Administrators and 
Named Doctor 2.5pa. 

2.3 The provider will review the effectiveness of the organisations safeguarding 
arrangements at least annually and will identify any risks, service improvement 
requirements and learning points as well as areas of good practice. 

green Annual audit programme audits include 
use of safeguarding documentation, 
compliance with training, numbers of 
referral and type 
 
Annual report compiled for safeguarding 
adults and children for both Trust Board 
and commissioners in May 2022 
 
 



2.4 The provider must ensure that there are systems for capturing the experiences 
and views of service users in order to identify potential safeguarding  issues and 
inform constant service improvement. 

green Representatives from the Patient Carer 
Panel are also members of the Strategic 
Safeguarding Group. 
 
Feedback questionnaires are in use within 
children’s services. Children’s Unit takes 
part in the friends and family test and 
receives qualitative feedback 
 
The Named Nurse for Safeguarding 
Children receives a copy of all complaints 
involving children to assess for any 
safeguarding issues.  
 
The “voice of the child” added to all 
meeting agenda templates for children’s 
services. 
 
Templates for capturing “voice of the 
child” was implemented and included in 
2021 training delivery.   
 
Plan to refresh youth forum and young 
volunteers post covid 19 pandemic 
 
 

2.5 The Provider must ensure that there is a system for monitoring complaints, 
incidents and service user feedback, in order to identify and share any concerns 
of abuse (including potential neglect), using multiagency safeguarding 
procedures. 

green The Named Nurse for Safeguarding 
Children reviews all PALS and complaints 
involving children to identify any 
safeguarding issues. Safeguarding 
children is reported into women’s and 
children’s management meeting and also 
paediatric governance group 
Any safeguarding children incident 
occurring on Trust premises or involving 
trust staff is captured through the adverse 
event process. 

Named Nurse Safeguarding Children 
liaises with Quality and Safety team re-



emerging risks and concerns 

2.6 NHS Bodies / Trusts will ensure that there is an effective system for identifying 
and recording safeguarding concerns, patterns and trends through its 
governance arrangements including; risk management systems, patient safety 
systems, complaints, PALS and human resources functions, and that these are 
shared appropriately according to multiagency safeguarding procedures.  

green The Named Nurse for Safeguarding 
Children reviews all PALS and complaints 
involving children to identify any 
safeguarding issues. 
the Named Nurse also reviews the friends 
and family qualitative feedback to enable 
addressing of any safeguarding issue  
 
Adverse event reporting/ serious incident 
reporting process is in place  
 
Named Nurse Safeguarding Children 
liaises with Quality and Safety team re-
emerging risks and concerns 
 

2.7 NHS Trusts should identify and analyse the number of complaints and PALs 
contacts that include concerns of abuse or neglect and include this information in 
their annual safeguarding or complaints report, reviewed by their board. 

green Any complaint that initiates a 
safeguarding referral will be recorded on 
the Trust quality dashboard on a monthly 
basis. This information is received by the 
Trust Board. 
An annual report for complaints is 
received yearly by the Trust board. This 
includes reference to any safeguarding 
complaints. 
The Safeguarding Children and Adult’s 
Policy gives instruction regarding the 
management of complaints where there 
may be a safeguarding element.   
The Named Nurse for Safeguarding 
Children reviews all PALS and complaints 
involving children to identify any 
safeguarding issues. 
Following a report of an incident with a 
safeguarding element, the Named Nurse 
Safeguarding Children has a dialogue 
with the lead for Quality and Safety, to 
ensure appropriate reporting and action. 



2.8 All providers will have appropriate and effective systems in place to ensure that 
any care provided, is done so with due regard to all contemporary legislation. 
This includes, but is not restricted to, the Human Rights Act, Mental Capacity Act 
and Mental Health Act.   

green Compliance data for Mental Capacity Act 
training is produced quarterly by the 
Trust’s Training Department and is 
received by the MCA working Group. 
Discussions are presently occurring with 
Training and Development department to 
review the frequency of updates as it is 
presently 3 yearly. 
 
A report is provided to the MCA Working 
Group outlining activity related to the 
Mental Capacity Act and the Deprivation 
of Liberty safeguards applications. 
Training on the consent process includes 
reference to Gillick/ Fraser competence.  

Work in 2022 will focus on the 
requirements within the anticipated 
revised Liberty Protection Safeguards 
applicable to age 16 and above. 

Update May 2022  

Liberty Protection Safeguard 
implementation postponed nationally. 
Planning underway for implementation 
late 2023 

2.9 NHS bodies / Trusts must have in place robust annual audit programmes to 
assure itself that safeguarding systems and processes are working effectively  

green Annual audit programme is in place and 
monthly KPI’s are measured and are 
received by both Strategic Safeguarding 
Group and also the Divisional 
Governance Groups which hold teams to 
account in line with trust governance 
processes  Strategic Safeguarding Group.  
Any action plans resulting from KPI’s are 
monitored by the above groups. 
 
Safeguarding KPI’s are undertaken 
monthly and are specifically recording the 



following information which was 
implemented following a Serious Case 
Review (SCR): 
 

· Social circumstances, including 
family dynamics, must be 
explored and clearly documented; 
and 

· Multi-disciplinary team meetings, 
including decision making and 
planning, must be clearly 
documented. 

 
These audits of KPIs form part of the 
annual audit programme for the Trust. 

Examples of audits in the last year 
include: 

Audit of use of child sexual exploitation in 
under 18 pregnancy demonstrated full 
compliance. 

Information sharing from Emergency 
Department post discharge indicated 
good compliance 

Contribution to regional audit of child 
protection medicals activity pre and post 
covid part of regional audit- results 
awaited  

 

3 Multiagency working RAG rating  

Children 

 



3.1 The provider will cooperate with any request from the Safeguarding Boards to 
contribute to multi-agency audits, evaluations, investigations and reviews, 
including where required, the production of an individual management report  

green Action plans for any Serious Case 
Reviews or Domestic Homicide reviews 
are monitored by the Strategic 
Safeguarding Group, Quality and Safety 
Committee and the Serious Incident 
Assurance Panel. 
All Senior Managers are copied in to 
progress on action plan implementation. 
 
The Named Nurse for Safeguarding 
Children completes individual 
management reviews for safeguarding 
children’s cases.  In this year there have 
been no IMRs required to be completed. 

The Named Nurse for Safeguarding 
Children is a panel member representing 
the Trust on the thematic review of recent 
and non recent child sexual exploitation 
cases. Report published summer 2021. 

The Named Nurse Safeguarding Children 
is a panel member on the case review 
regarding the death of a toddler.  
Publication is expected May 2022. 

3.2 The provider will, where required by the local safeguarding board(s), consider 
the organisational implications of any multiagency review(s) and will devise and 
submit an action plan to the local responsible safeguarding board to ensure that 
any learning is implemented across the organisation. 

green Action plans for any SCR/DHR are 
monitored by the Trust’s Strategic 
Safeguarding Group and the SI 
Assurance Panel 
 

3.3 The provider will ensure that any complaint or concern about abuse from any 
source is managed effectively and referred according to the local multi-agency 
safeguarding procedures. 
 

green The Safeguarding Policies give instruction 
regarding the management of complaints 
where there may be a safeguarding 
element. 
Any complaint that initiates a 
safeguarding referral will be recorded on 
the Trust quality dashboard on a monthly 
basis. This information is received by the 
Trust Board. 



The Complaints Policy also includes the 
requirement for the Named Nurse for 
safeguarding children to review any 
complaint involving a child. 
The Safeguarding Children and adults 
Policy also gives instruction regarding the 
management of complaints where there 
may be a safeguarding element. 
The work of the Strategic Safeguarding 
Group is reviewed twice a year at the 
Quality and Safety Committee which is 
Board Committee chaired by a Non-
Executive Director.  

3.4 The provider will ensure that all allegations of neglect or abuse against members 
of staff (including staff on fixed-term contracts, temporary staff, locums, agency 
staff, volunteers, students and trainees) are referred according to local multi-
agency safeguarding procedures. 

green The Human Resources (HR) procedure 
for managing allegations against a 
member of staff is included in the 
Safeguarding Children and Young People 
Policy and Procedures and links to the 
BSCP procedures.  

3.5 The provider will ensure that all allegations in relation to harm to children against 
members of staff (Including staff on fixed term contracts, temporary staff, 
locums, agency staff, volunteers, students and trainees) are referred to the Local 
Authority Designated Officer (LADO) according to local multiagency 
safeguarding procedures. 

green The Human Resources (HR) procedure 
for managing allegations against a 
member of staff is included in the 
Safeguarding Children and Adults e Policy 
and Procedures and links to the BSCP 
procedures.  

The Named Nurse for Children is the 
named senior officer to whom any 
allegations are reported and works closely 
with the Local Authority Designated 
Officer across the three neighbouring 
local authorities. 

A senior manager from Human Resources 
is a member of Strategic Safeguarding 
Group 

3.6 The provider will ensure that organisational representatives / practitioners make 
an effective contribution to safeguarding case conferences / strategy meetings 

green Trust staff submit a report or attend case 
conferences and strategy meetings when 
invited and where there has been 



where required as part of multiagency procedures. involvement with the child and family  
 
The Trust actively uses the Child 
Protection Information Sharing process to 
identify children who have been or are 
subject to a child protection plan. This 
includes the automatic information sharing 
with children’s social care. 
 
 

3.7 The provider will where required, ensure senior representation on the Local 
Safeguarding Children Partnership and contribution to their sub-groups.  

green Since March 2017 the safeguarding 
children team have increased their 
visibility and active participation at the 
BSCP subgroups and other cross health 
groups and workstreams.  A meetings 
map has been created to ensure 
appropriate representation and 
attendance distributed across the 
safeguarding children team. 

Safeguarding 
Children meetings map   
 
 The feedback mechanism for these 
meetings is via the operational meetings 
and the strategic safeguarding group. 
 

 
 

4 Recruitment and employment  RAG rating  

Children 

 

4.1 The provider must ensure safe recruitment policies and practice which meet 
contemporary NHS Employment Check Standards in relation to all staff, 
including those on fixed-term contracts, temporary staff, locums, agency staff, 
volunteers, students and trainees. 

green DBS checks are undertaken on all new 
starters and any changing roles within 
existing staff.  No member of staff can 
commence employment until the relevant 



checks are complete. 

4.2 The provider will ensure that post recruitment employment checks are repeated 
in line with all contemporary national guidance and legislation.  
 

green HR processes are in place.  HR process 
pre-employment checks for all staff at 
recruitment stage which mirror the 
requirements set out by the department of 
health for the six NHS Employment Check 
Standards.  When internal staff move job 
roles or department, pre-employment 
checks are reviewed and updated where 
applicable. 
 
Legally we are not required to update 
DBS checks for existing staff   The DBS 
update service is available for prospective 
and current employees to subscribe to 
when they apply for a DBS check.  The 
service allows for a subscribed person’s 
criminal record information to be regularly 
updated.  It therefore enables employers 
to manage risk more effectively where a 
worker’s criminal record status 
subsequently changes while employed or 
volunteering. 
 
The Trust encourages all prospective and 
current employees who require a DBS 
check for the type of role they work in to 
subscribe to the Update Service.  The 
requirement may be mandated in the 
future as part of the national streamlining 
agenda. 
 
A DBS self-declaration check is included 
and documented in the annual 
performance development review process 
 

4.3 The provider must ensure that their employment practices meet the 
requirements of the Disclosure and Barring Service (DBS) and that referrals are 

green HR processes are in place. The Trust’s 
DBS policy signposts staff to DBS 
requirements and the process for 



made to the DBS and relevant professional bodies where indicated, for their 
consideration in relation to barring.  
 

referrals, both process elements are 
supported by HR. 

4.4 The provider should ensure that all contracts of employment (including staff on 
fixed-term contracts, temporary staff, locums, agency staff, volunteers, students 
and trainees) include an explicit reference to staffs responsibility for 
safeguarding children and adults. 

green Included in all job descriptions 

4.5 The provider will ensure that all safeguarding concerns relating to a member of 
staff are effectively investigated, and that any disciplinary processes are 
concluded irrespective of a person's resignation, and that 'compromise 
agreements' are not be allowed in safeguarding cases. 
 

green HR processes are in place. 
In all disciplinary proceedings, referral to 
safeguarding procedures and any 
subsequent requirement to refer is 
undertaken. 

 
5 Training  RAG rating  

Children 

 

5.1 The provider will ensure that all staff and volunteers undertake safeguarding 
children training appropriate to their role and level of responsibility and that this 
will be identified in an organisational training needs analysis and training plan. 
For all healthcare staff this needs to be in accordance with Intercollegiate 
Document (RCPCH 2014) 

green Policy and Procedures for both 
safeguarding children and safeguarding 
adults includes a training strategy.  
 
The training needs analysis for the Trust 
includes the intercollegiate roles and 
competencies for healthcare staff 
standards for training requirements.  
 
The quarterly Quality and Safety Report 
includes compliance on safeguarding 
training.  

This is monitored by training and 
development. They use a system called 
OLM which identifies staff who are not 
compliant with the training need analysis 
and escalates this to the appropriate 
manager. 

The safeguarding children team has 
access to the electronic staff record and 



actively target areas of low compliance 
with the aim of increasing compliance to 
well above 90%.  Additional sessions are 
arranged and promoted widely with dates 
scheduled for the year ahead. Several 
external speakers are used to enhance 
the training offer and provide multi-agency 
training. 

Update May 2022 

Due to covid 19 pandemic face to face 
training is currently limited.  Virtual 
alternatives are available and actively 
promoted.  Training strategy stipulates 
staff can use virtual options alternate 
years. 

Due to staffing pressures across the 
organisation particularly affecting the level 
3 staff group release of staff for training is 
limited.  

Compliance levels as of March 2022 are; 

Level 1 89% 

Level 2 85% 

Level 3 79% 

Level 3 additional 87% 

Level 4 100% 
 

5.2 The Provider will ensure that all staff, contractors and volunteers, undertake 
safeguarding children awareness training on induction which should include 
information about how to report concerns within the service or directly into the 
multi-agency procedures. 
 

green All new staff must attend safeguarding 
awareness training for both adults and 
children as part of the induction process, 
this process is monitored by HR with 



reporting to managers. 

This includes information on how to report 
safeguarding concerns within the Trust 
and externally. 
 
May 2019 electronic template launched 
trust wide for recording and reporting 
safeguarding children concerns. Quarterly 
safeguarding children activity report is 
informed through referrals on template. 
 

5.3 The Provider will ensure a proportionate contribution to the delivery of 
multiagency training programmes as required by local safeguarding boards.  

green The safeguarding children nurse specialist 
facilitates training as part of local 
Safeguarding Children Partnership 
training 
 

 
 
 
6 Implementation Strandards RAG rating Summary of evidence if compliant 

6.1 The provider must ensure that there are systems for capturing the voice of the 
child evidencing its use in care planning  

green Training delivered promotes capturing the 
voice of the child. 
Child protection medical examination 
booklet has section to record the 
information provided by the child. 
 
Capturing the voice of the child is 
promoted through the child protection 
peer review system which reviews all 
medical reports completed following the 
child protection medicals 
 
Training includes reference to how to 
capture the “voice of the child” 
 
Update May 2022 



Work to re-establish young people’s 
involvement and engagement post covid 
19 is planned  

6.2 All providers will ensure that use of Signs of Safety Framework is included in 
policies and procedures and  training programmes for staff who work with 
children and families and that contributions to multi-agency work to safeguard 
children are presented in this style 

green Signs of safety model of assessment is 
promoted through training sessions. 
Documentation for referral to Children’s 
Social Care incorporates this model. 
Referrals to children’s social care are 
audited by safeguarding children team as 
part of “business as usual”. 
 

6.3 Providers will ensure that care provided is done so with due regard to the 
Updated Tackling Domestic and Sexual Violence Strategy (2015 – 2020) 

green Trust is represented on district strategic 
group.  Local group established to support 
progression of the actions within this 
Tackling Domestic and Sexual Violence 
Strategy (2015 – 2020).  This group 
reports to the Strategic Safeguarding 
Group 
Since December 2019, these actions are 
now incorporated into “business as usual” 
activity 
Chief Nurse represents acute trusts on 
the Police & Crime Commissioners 
Domestic & sexual Abuse Board 
 
 

6.4 Providers  will work to NHSE Serious incident framework and Standard 
Operational Procedures and local SI guidance 

green The Trust Serious Incident Policy 
references the NHSE framework 
 

6.5 Providers will work with multi-agency partners to  develop communication 
agreements 

green The 2018 HM Government document 
Information Sharing Advice for 
Practitioners providing safeguarding 
services to children young people parents 
and carers is promoted as a reference 
document 

6.6 Providers will meet supervision requirements for practitioners as set out in 
Bradford Health Partners Supervision Policy 

green The availability of access to safeguarding 
supervision is consistent with 
Intercollegiate Document Roles and 
Competencies for Healthcare Staff 
Working With Children 2019. 



 
 
 

Safeguarding Commissioners Standards: Remedial Action Plan  
 
Standard 
No.  

Action(s) required to achieve standard Person 
Responsible  

Date 
Due  

Comments / Progress 

     
     
     
     

 



AWC, BC & BD CCGs: SAFEGUARDING ADULTS SELF-ASSESSMENT TOOL (Version 2) 
 
 

 
Airedale, Wharefdale and Craven, Bradford City and Bradford Districts Clinical Commissioning Groups. 

SAFEGUARDING ADULTS STANDARDS: SELF-ASSESSMENT TOOL. 
Version 2. 

 
The NHS standard contract for delivery of health care services (including the care home contract) requires that organisations are 
able to protect adults at risk of abuse or neglect and work in partnership when abuse or neglect is suspected. 
 
This self-assessment tool is to provide assurance to the lead commissioner and maybe shared with other associated 
commissioners for their governance requirements.  
 
This self-assessment tool has been developed from previous versions by the Designated Professionals/Nurses/Leads from CCG’s 
in West Yorkshire and North Yorkshire. The tool has been developed in line with national legislation, enquiries, guidance and codes 
of conduct. 
 
The tool has been aligned to the six principles of safeguarding as set out in the Care Act 2014 Care and Support statutory guidance 
(section 14.13)  

· Empowerment  
· Prevention  
· Proportionality  
· Protection  
· Partnership  
· Accountability  

 
The tool also acknowledges the 6 C’s as set out by the by the Chief Nursing Officer  in Compassion in Practice, the strategy for 
nursing and midwifery (NHS England 2012).  

· Compassion  
· Competent  
· Communication  
· Courage  
· Commitment  
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All providers of NHS care must ensure that they meet all relevant safeguarding adults standards set out in this document. Where 
requested, providers will submit this completed self- assessment as part of their annual safeguarding report to the CCG.  

· Please RAG rate your organisation in each of the areas.  

· For those areas that are rated as amber or red, you are asked to provide the CCG with a plan that details actions you are 
undertaking to deliver compliance.  

· If you believe the standard does not apply to your organisation, please give the reasons in the evidence column 

· You may be requested to give further information to demonstrate compliance/RAG rating.  

RAG rating Key: 

Green  Fully compliant (remains subject to continuous quality improvement) 
Amber  The organisation is not fully compliant, but an improvement plan in place to ensure full compliance with the components 

identified for the standard and progress is being made within agreed timescales 
Red  The organisation has very limited compliance against standards and have a detailed action plan is in place/being 

developed completed within agreed timescales 
 
 
 
Version Control 

Version Date Author Comment 
 

1 April 2013  Matt O’Connor Safeguarding commissioning standards adopted by the CCG. 
2 From 1st April 2017 Matt O’Connor Implementation of new format and revised standards for use 

as part of annual safeguarding adults reports and updates. 
3    
4    

 
Acknowledgements: this tool is based on the West Cheshire Annual Self- assessment audit Tool Children’s and Adults. 
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 Standard Components of standard Evidence: Please utilise this 

column as internal evidence of 
compliance 

RAG rating 

   
 

1.1 There is a named lead for Mental 
Capacity Act (MCA) and Deprivation 
of Liberties Safeguards (DoLS). 

All providers of NHS Care delivering services for 
people aged 16 and over have in place a named 
lead for MCA & Deprivation of Liberty Safeguards 
(DoLS).  

MCA Leads have in-depth, applied knowledge of 
MCA/DoLS, including awareness of relevant case 
law, and have protected study time to ensure they 
keep their knowledge up to date.  

MCA leads escalate issues and seek advice 
appropriately and access regular supervision from 
the Designated Professional or other suitably 
experienced and knowledgeable practitioner. 
 

The Assistant Chief Nurse, Patient 
Safety is the acting MCA and DoLS 
lead, whilst the trust is actively 
seeking to identify a replacement 
clinician. 
 
The Assistant Chief Nurse, Patient 
Safety is the responsible manager.  
 
The Safeguarding Adults Team have 
an in-depth knowledge and 
awareness of the MCA and DoLS. 
The 4 nurses in the team have 
successfully completed the Best 
Interest Assessor (BIA) course. In 
total, the organisation has supported 5 
nurses to complete the course with 
two more due to commence training in 
Autumn 2022. All members of the 
safeguarding team have access to 
regular training and supervision to 
keep their knowledge up to date.  
 

 

Safeguarding principle 1: Empowerment: 
People being supported and encouraged to make their own decisions and informed consent. 

The 6 C’s: Care: – 
Making safeguarding personal and making sure the person’s voice is heard 
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1.2 Staff at all levels, have easy access 
to policy, guidance and support with 
MCA and DoLS-related practice. 
 
 

MCA /DoLS policies and procedures are regularly 
reviewed and updated in line with legislation, 
national guidance and codes of conduct. 
 
The organisation is able to demonstrate how it 
assures itself that MCA / DoLS policy and 
procedures are effectively embedded in practice.  
 
MCA/DoLS Policies and procedures include: 

· Templates for recording assessments of 
capacity and best-interests decisions. 

· Clear guidelines for ensuring that any best 
interest decisions involving restraint or 
restrictions on choice or liberty are 
undertaken within requirements of MCA 

· The process for accessing expert advice 
on MCA/DoLS related practice. 

· Clear guidelines for accessing formal legal 
advice when necessary. 

· A process of how to access and monitor 
usage of IMCA and other Advocacy 
Services. 

 
MCA/DoLSPolicy and procedure include clear 
and effective arrangements for: 

· Identifying patients who may be deprived 
of their liberty. 

· Issuing an Urgent Deprivation of Liberty 
Safeguard Authorisation. 

The Trust has a current, up-to date 
MCA / DoLS policy. The policy is 
monitored by the Trust’s MCA 
Meeting, and which reports to the 
Strategic Safeguarding Group (SSG). 
The policy will be reviewed again 
once Liberty Protection Safeguards 
(LPS) are implemented. 
 
 
A number of audits have been 
completed in relation to MCA/DoLS 
including an audit of AMCABID and 
consent form 4 compliance and an 
audit of patient records within the 
Trust to ensure DoLS compliance. 
These audits have previously been 
captured within the Annual Audit 
Programme. This audit is due to be 
repeated in 2022-2023 
 
 
The Trust has an approved form 
(AMCABID) that staff use when 
assessing capacity and making best 
interest decisions. This is an appendix 
to the MCA/DoLS policy and contains 
guidance for staff about best interests’ 
decisions. 
 
There is a policy for the use of 
restraint which links to the MCA. The 
Trust also has a ‘declining care 
pathway’ which is an appendix to the 
MCA/DoLS policy. The Trust policy for 
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· Applying for a Standard Deprivation of 
Liberty Safeguard Authorisation. 

· Informing the Care Quality Commission 
(CQC) of the application and outcome. 

· Recording and monitoring Deprivation of 
Liberty applications to the authorising 
body/Court of protection. 

 

Managing Behaviours that Challenge 
addresses the use of restraint.  
 
Enhanced care provided to patients in 
order to keep them safe is considered 
a form of restraint and links to these 
policies   
 
The policy and training includes 
details of who to contact for advice on 
MCA and DoLS 
 
The Trust has access to expert legal 
advice if required in and out of hours 
 
The policy and training includes 
details of who to contact for IMCA and 
Advocacy services. The number of 
IMCA referrals is included in the 
quarterly report that is received by the 
MCA Working Group and The  
Strategic Safeguarding Group (SSG) 
 
The safeguarding adults team 
maintains a DoLS tracker which helps 
to monitor DoLS activity within the 
Trust. A daily report is received by 
senior team. 

1.3 All policies and procedures are 
consistent with and appropriately 
referenced to the Mental Capacity 
Act (2005) and associated 
guidance.  

The organisation can demonstrate links between 
the MCA (including DoLS) and other 
organisational policies and procedures, including 
but not limited to:- 

· Consent to treatment 

· Complaints 

· Admission and discharge procedures 

Policies are consistent with the MCA.  
 
Evidence of compliance is audited 
through monitoring of referrals, use of 
IMCAs, DoLS applications and the 
tracker enables the Safeguarding 
Adults Team to monitor timeframes 
within the DoLS process 
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· Use of restraint 

· DNACPR 

· Safeguarding  
 

 
As part of the annual audit plan the 
MCA working group undertakes audits 
around the Assessment of Mental 
Capacity, Best Interest Decision 
making tool (AMCABID). The findings 
are received at the MCA working 
group and reported to the Strategic 
Safeguarding Group.  
 
All related policies are hyperlinked in 
the policies and procedures and are 
accessed via Aireshare  (Intranet) 

1.4 The organisation can assure itself, 
and others, that practices are in 
accordance with the Mental 
Capacity Act (2005) and associated 
guidance.  

The service uses a range of measures, including 
e.g. audit, service evaluations and service user 
feedback, to ensure policies and procedures are 
embedded and that practices are consistent with 
the Mental Capacity Act (2005), including the 
Deprivations of Liberties Safeguards.  
 

Audits have been undertaken to 
monitor Trust compliance with the 
MCA/DoLS. These have been 
received by the Trust MCA working 
group, the minutes of which are 
received at the Trust Strategic 
Safeguarding Group. This audit is due 
to be repeated.  
 
The MCA/DoLS Policy is consistent 
with, and references, current 
legislation. The Safeguarding Policy 
hyperlinks to this.  
The process for monitoring effective 
implementation into practice is led by 
the MCA working Group and includes 
quarterly monitoring of attendance 
levels at mandatory training and other 
training events 

 

1.5 There is an up to date training plan 
in place which identifies the training 
needs of staff in relation to MCA / 
DoLS and related practises.  

A Training Needs Analysis (TNA) has been 
undertaken in relation to MCA and DoLS to 
identify the training and development needs of 

The Training Needs Analysis has 
identified the training needs of staff 
and training is delivered by the 
Safeguarding Adults Team, E-
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staff working at different levels and with different 
client groups. 

The organisations’ MCA/DoLS training plan 
includes a range of programmes, including 
updates and refreshers, with sufficient capacity to 
meet the training requirements of staff. 

The training needs analysis and plan includes 
staff on fixed term contracts, temporary staff 
agency staff, locums, students and trainees and 
volunteers. 

The organisation has accurate and effective 
arrangements for capturing, monitoring and 
reporting MCA and DoLS related training and 
development.  

As a minimum, all staff who provide care or 
treatment will have received training covering the 
principles the Mental Capacity Act (2005) and 
consent within 3 months of starting work.  

The organisation undertakes evaluation to 
understand the effectiveness of its MCA related 
training programmes. 
 

Learning via ESR and staff have 
access to multi-agency training. 
 
All clinical staff, including bank and 
agency staff attend MCA/DoLS 
training as part of the Trust mandatory 
training programme. This is delivered 
through e-learning and the 
safeguarding adult’s team. 
Additionally, bespoke training is 
provided, where necessary, by a 
member of the Safeguarding Adults 
Team. 
 
Attendance levels at mandatory 
training and other training events are 
recorded on the ESR system via the 
Trust’s training and education 
department. Information on 
compliance is sent to all department 
heads on a bi-monthly basis. 
 
All staff who provide care and 
treatment must attend mandatory 
training within 3 months of 
commencing employment with the 
Trust.  
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 Standard Components of standard Evidence: Please utilise this 

column as internal evidence of 
compliance 

RAG rating 

   
 

2.1 Staff have access to policies and 
procedures that are consistent with 
legislation, national guidance and 
local safeguarding adult’s 
multiagency procedures.  
 
 

Policies and procedures are regularly reviewed to 
ensure they reflect any local, organisational and 
legal changes. 
The organisations safeguarding adults policy and 
procedures are consistent with the principles and 
ethos of ‘making safeguarding personal’. 
 
The policy clearly identifies staff roles and 
responsibilities in relation to safeguarding adults.  

Safeguarding policy and procedures  make 
reference to:- 

· FGM 
· MCA/DoLS 

There is a joint Safeguarding Adults 
and Children Policy. It references all 
other relevant Trust policies. For 
example, complaints, grievance, 
disciplinary, freedom to speak up and 
whistle blowing policies. 
 
 
The Executive Lead for Safeguarding 
chairs the Strategic Safeguarding 
Group meetings where all 
safeguarding policies are reviewed.  
 
The Safeguarding Policy was revised 
to reflect the principles of Making 
Safeguarding Personal. 

 

Safeguarding principle 2: Protection:-  
Support and representation for those in greatest need  

The 6 C’s: Courage: – 
 It takes courage to stand up against poor care and staff must be supported and know how to report their concerns 
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· Domestic Violence/abuse 
· Human Trafficking / modern slavery 
· Forced Marriage 
· PREVENT 

· Children’s safeguarding  
 
The organisation can demonstrate links between 
safeguarding adults and other relevant 
organisational policies and procedures, including 
but not limited to:- 

· Complaints 
· Clinical Governance / Serious Incidents 
· Whistleblowing 
· Disciplinary & performance/capability 
· Recruitment 

 
The organisation can demonstrate that is has 
appropriate reporting mechanisms in place for 
concerns raised about staff and volunteers. 
 
The organisation can demonstrate that any 
disciplinary processes are concluded irrespective 
of a member of staff’s resignation, and 
compromise agreements are not permitted in 
safeguarding investigations. 
 

 
The Safeguarding Policy clearly 
identifies staff roles and 
responsibilities as identified in the 
intercollegiate document. 
 
 
The Named Nurse Safeguarding 
Adults is a member of Strategic 
Safeguarding Group which oversees 
safeguarding policies – this includes 
additional papers related to other 
aspects of safeguarding including 
domestic abuse, human trafficking, 
PREVENT, forced marriage, and 
children’s safeguarding.  
 
Any policy which has a safeguarding 
consideration is reviewed by Strategic 
Safeguarding Group and all policies 
are overseen at Policy and Document 
Review Group.  
 
Any themes/concerns for 
safeguarding are identified and 
discussed at both Strategic 
Safeguarding Group and Patient 
Safety & Learning Group. 
 
All formal complaints regarding adults 
where a safeguarding concern is 
identified are sent to the Safeguarding 
Adults Team to review. There is a 
clear escalation process in place. 
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The Safeguarding Adults Team attend 
RCA meetings for pressure ulcers, 
falls and any other incident with a 
safeguarding concern 
 
All relevant policies are hyperlinked to 
provide clear guidance. These are 
available on Aireshare 
 
The Trust has a freedom to speak up 
lead that all staff can access. Any 
concerns about staff raised by visitors 
and patients are dealt with sensitively 
but appropriately using the relevant 
HR disciplinary procedures. There are 
links between the safeguarding 
policies and the trust staff disciplinary 
policy 
 
Any member of staff subject to the 
trust disciplinary procedure who opted 
to voluntarily resign would be risk 
assessed immediately by senior 
managers to determine next steps.  
Any case linked to Safeguarding or a 
professional registered body would be 
progressed and concluded to reach a 
finding of fact.  Neither a leaver’s 
process nor a compromise agreement 
would override this process under 
these circumstances. 
 
 

2.2 The organisation can assure itself 
and others that staff practice in 

The service uses a range of measures, including 
e.g. audit, service evaluations and service user 
feedback, to ensure safeguarding adults policies 

Due to the impact of the Covid 19 
pandemic there have been less audits 
carried out by the Safeguarding Adults 
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accordance with safeguarding 
adults policies and procedures. 

and procedures are embedded and that practices 
are consistent with locally agreed multiagency 
procedures.  

 

Team over the past 2 years. Audits 
are identified in the audit plan and 
submitted with the annual report. The 
Safeguarding Adults Team will 
prioritise audit work in 2022-2023. 
 
 

2.3 There is an up to date training plan 
in place which identifies the training 
needs of staff in relation to 
Safeguarding Adults, including 
abuse and neglect of adults who 
may not be considered ‘at risk’ 
according to the Care Act. 

A Training Needs Analysis (TNA) has been 
undertaken in relation to safeguarding adults, to 
identify the training and development needs of staff 
working at different levels and with different patient 
/ service user groups.  

The organisations Training Needs Analysis and 
training programmes address staff learning needs 
in relation to wider issues of abuse and neglect, 
including; 

· Female Genital Mutilation 
· Domestic Violence/abuse 
· Hate Crime 
· Human Trafficking / modern slavery 
· Forced Marriage 
· PREVENT / violent extremism 

The Training Needs Analysis and training plan 
includes staff on fixed term contracts, temporary 
staff agency staff, locums, students and trainees 
and volunteers. 

The organisation has accurate and effective 
arrangements for capturing, monitoring and 
reporting Safeguarding Adults and related training 
and development.  

The training needs analysis is 
included within the safeguarding 
policy. This identifies the level of 
training required by different levels of 
staff within the organisation. 
 
 
Safeguarding Adults training is 
mandatory for all staff, including 
volunteers. The training offer includes 
additional, more in-depth training on 
wider issues of abuse and neglect, 
including domestic violence / abuse 
and PREVENT. Staff also have 
access to multi-agency training and 
are encouraged to attend additional 
training which is advertised through 
the trust communications department. 
 
 
Through audit, reporting and 
supervision any themes identified in 
regard to safeguarding adults informs 
the training provided. 
 
 
The Safeguarding Adults Team is 
represented at the Trust Mandatory 
Training Group  
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As a minimum, all staff receive basic safeguarding 
adults awareness during induction, including 
information about how to report concerns within the 
service or directly into the multi-agency 
procedures. 

All staff who provide care or treatment undertake 
training in how to recognise and respond to abuse 
at least every 3 years.  

The organisation undertakes evaluation to 
understand the effectiveness of its safeguarding 
adults related training programmes. 
 
The organisations safeguarding children’s training 
programme(s) include appropriate reference to 
identifying and responding to abuse of adults. 
 
 

 
 
All staff are included in the training 
needs analysis Including temporary 
staff, agency staff, locums, students, 
apprentices, trainees and volunteers. 

2.4 Commitment to the principles in 
PREVENT are demonstrated by the 
organisations and those with a 
specific Prevent duty meet their 
statutory obligations. 

The organisation has in place a Policy for 
PREVENT that identifies an executive and 
operational lead and the roles and responsibilities 
of all staff.  
The policy contains a procedure for seeking advice 
internally and for making referrals into the 
‘Channel’ process. 
 
The organisation engages proportionately with 
local Prevent work including the local Prevent 
network(s) and Channel panel. 
 
As a minimum, all staff receive a basic awareness 
of risks to children and adults relating to grooming 
for violent extremism. 

The organisation has a policy in 
relation to PREVENT. This identifies 
The Chief Nurse as the executive lead 
and the Named Nurse Safeguarding 
Adults as the lead manager. One of 
the Senior nurses in Safeguarding 
Adults is the PREVENT coordinator. 
 
The Trust PREVENT coordinator 
attends local PREVENT network 
meetings (including regional meetings) 
and will attend the Channel panel if 
required. Any additional advice can be 
sought from the PREVENT Lead at the 
Local Authority and CCG and where 
necessary. 
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The organisation has identified staff who need to 
undertake specific Prevent training (WRAP) and 
has sufficient trainers / resource to achieve 
compliance. 

 

 

 

Compliance with basic Prevent awareness and 
WRAP is monitored/reported via internal 
governance processes. 

 

Safeguarding children’s training programmes 
make appropriate reference to the risks of children 
being groomed for violent extremism.  

 

 

Risks of being influenced/groomed for violent 
extremism is routinely considered in safeguarding 
risk assessment processes. 

The organisations policies, procedures and 
approved documentation (clinical and non-clinical) 
have been updated to reflect the Prevent Duty and 
risks in relation to violent extremism. 

 

The organisation has completed a 
Training Needs Analysis (TNA) to 
identify staff within the organisation 
who need to complete WRAP training 
either by face-to-face session or via e-
learning. The organisation has four 
staff who are trained to provide 
PREVENT training for staff. 
 
 
 
Compliance with PREVENT training is 
monitored via the Trusts Strategic 
Safeguarding Group (SSG)  
 
 
This is captured in training sessions 
for safeguarding children as well as in 
Health Wrap sessions (this is jointly 
delivered by staff from safeguarding 
adults and safeguarding children’s 
teams). 
 
 
 
The Trust PREVENT Implementation 
Strategy (2018) is up to date and 
available for staff to access on the 
Trust Aireshare page.  
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2.5 The organisation takes account of 
national and local guidance to 
safeguard those experiencing 
domestic abuse.   

A Training Needs Analysis (TNA) has been 
undertaken and training programs identified to 
address the specific needs of staff working at 
different levels and with different client groups to 
recognise and respond to Domestic Abuse 
The organisation is able to demonstrate that there 
are effective MARAC referral systems in place 
and the organisation is appropriately represented 
in the process. 

The Organisation  has effective systems for 
signposting people to specialist domestic violence 
services 

There is clear guidance for staff and managers for 
employees experiencing domestic violence 
The organisation has a policy covering allegations 
against staff that includes those who are 
perpetrators of domestic violence. 
 
 

A HIDVA is now in post working with 
the Safeguarding Adults, Children and 
Midwifery teams.  
The HIDVA is also available to staff 
who are seeking advice and support 
with regard to domestic abuse. 
 
The Safeguarding Adults Team has a 
MARAC officer. All referrals to 
MARAC are recorded with the 
safeguarding adults team. The 
reporting nurse / HIDVA will present 
cases to MARAC in accordance with 
the agreed process.  
 
The Lead Professional Safeguarding 
Adults participates in the MARAC 
audits supporting the MARAC 
process.  
 
The Safeguarding Policy and Staff 
Well-Being Policy provide clear 
instructions on how to manage any 
allegations against staff including 
those who are perpetrators of 
domestic abuse. 
 
Training is available through E-
Learning and is included in 
safeguarding adults training as well as 
in-depth training on domestic abuse 
and more specific aspects of abuse 
for example coercion and control and 
‘hidden victims’ 
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 Standard Components of standard Evidence: Please utilise this 

column as internal evidence of 
compliance 

RAG rating 

   
 

3.1 The organisation has in place a 
process for monitoring a range of 
systems and taking action to 
address any themes and trends of 
potential abuse or neglect  

The organisation is able to demonstrate that it has 
in place a system for reporting safeguarding 
adults incidents appropriately, through the serious 
incident reporting system. 

A quarterly report is received at the 
Operational Safeguarding Group 
(OSG) and at the Strategic 
Safeguarding Group. These reports 
are used to inform the annual report, 

 

Safeguarding principle 3: Prevention:- 
It is better to take action before harm occurs 

 

The 6 C’s: Commitment –  
To take appropriate action as an organisation to protect adults at risk and respond appropriately when concerns are identified 
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The organisation can demonstrate that it reviews 
analyses and learns from safeguarding themes 
and trends reported from a variety of sources 
including:- 

· STEIS 
· Incident Reports 
· Complaints 
· PALS 
· Friends and Family tests 
· Regulatory and other Inspections 
· Human Resource functions 

 

which is received by the Trust Quality 
& Safety Committee and then 
submitted to the CCG. The report 
allows continual monitoring of 
safeguarding referrals. Facilitating 
early identification of themes and 
trends of potential abuse and neglect. 
 
The Safeguarding Adults Team 
provides bespoke safeguarding adults 
training and supervision to the 
complaints team. There is an agreed 
escalation of complaints when abuse 
or neglect is suspected. These 
complaints are sent to the 
Safeguarding Adults Team and  
are scrutinised and any action taken 
in accordance with policy and 
procedures.   
 
The complaints team advises Quality 
Review Group and Divisional Leads of 
any themes and trends in PALS 
concerns on a weekly basis. Any 
safeguarding concerns identified 
would be referred to Safeguarding 
Adults Team, if not already known. 
 
The Safeguarding Adults Team holds 
a daily huddle where safeguarding 
referrals including, DoLS, falls and 
pressure ulcers are discussed. If 
required the team escalates concerns 
to the Named Nurse, Safeguarding 
Adults if they require further advice 
and support. 
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The trust incident reporting system 
(Adverse Event Form) has a 
safeguarding adult’s category. The 
incidents are sent to the Safeguarding 
Adult’s Team to action or refer 
appropriately. These are monitored for 
potential themes/trends. 

3.3  The organisation demonstrates 
commitment to continuously 
improving its safeguarding 
arrangements.  

The organisation monitors and regularly reviews its 
safeguarding arrangements to ensure they are 
effective and support compliance with its policy 
and locally agreed multi-agency procedures.  

Safeguarding arrangements are reviewed against  
recommendations from: 

· Safeguarding Adults Reviews 
· Domestic Homicide Reviews 
· Safeguarding enquiries 
· Serious Incidents 
· Reports from the Care Quality 

Commission 
 

The Strategic Safeguarding Group 
(SSG) receives all reports in relation 
to any Safeguarding Adults Reviews, 
Domestic Homicide Reviews, 
Safeguarding Serious Incidents and 
any safeguarding adults reports 
received from external organisations 
including SAB or the CQC. The 
executive lead oversees all action 
plans to ensure actions are SMART 
and are subsequently tracked to 
monitor implementation. The Named 
Nurse for Safeguarding Adults 
represents the Trust at BSAB as well 
as NYSAB. 

 

3.4 Staff have access to advice support 
and safeguarding adults 
supervision.   

Access to safeguarding adult’s advice / support is 
easily available to all staff working with adults at 
risk.  
The organisations has a system in place to 
ensure that all staff have access to Safeguarding 
Supervision, when required, from a suitably 
qualified and experienced safeguarding 
professional. 
 
Staff working in safeguarding adults roles, 
including named professionals, regularly access 
safeguarding supervision from the Designated 

Staff are aware that the Safeguarding 
Adults Team are available for advice 
when needed, either face to face, by 
phone, systmone, email or bleep. 
 
All safeguarding adult supervisors 
attend training prior to facilitating 
reflective supervision.  
 
Safeguarding Adults supervision is 
available as both group or individual 
activities. There have also been some 
jointly facilitated sessions with 
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Professional or other suitably experienced and 
qualified safeguarding adults professional.  
 
 

colleagues from the local authority 
and BDCT. 
 
The Safeguarding Adults team 
members engage in regular 
supervision. Individual staff have 
identified a supervisor, and include 
professionals across Bradford District 
and CCG staff. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 Safeguarding principle 4: Proportionality –  

Proportionality and least intrusive response appropriate to the risk presented whether this relates to individual patient care or whole 
service provision 
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 Standard Components of standard Evidence: Please utilise this 

column as internal evidence of 
compliance 

RAG rating 

   
 

4.1 A patient centred approach is 
embedded throughout the 
organisation, so that care provided 
is done with due regard to all 
contemporary legislation and is 
considered in all aspects of 
safeguarding adults at risk. 

The organisation can demonstrate individualised 
care planning that includes:- 

· Establishing consent for all levels of care 
and treatment. 

· The individual’s wishes and preferences 
being incorporated into care plans.  

· Support to maximise capacity and ability 
to make decisions. 

·   
· Best interest processes, for those without 

mental capacity, that consider expressed 
wishes and positive risk taking.  

Information is shared appropriately with others, 
including the patients family and friends, in line 
with their wishes or  balancing need/risk and 
consent in line with legal frameworks. 
 
 

All patient care is underpinned by 
establishing consent.  
 
Should a patient be unable to 
consent, every effort is made to 
provide relevant information in an 
accessible format e.g. written, 
pictures, boards and at a time when 
the patient would be most likely to be 
able to consent. 
 
Any person unable to consent is 
assessed for capacity and where 
necessary and IMCA is appointed.  
 
If the MCA assessment identifies a 
lack of capacity a BID assessment is 
undertaken and documented in the 
person’s records. This process is 
underpinned by the MCA code of 
practice. The person’s previous and 
expressed views and wishes are 
taken into consideration when making 
a BID. Those involved in the person’s 

 

The 6 C’s: Compassion  
Compassion is how care is given through relationships based on empathy respect and dignity 
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care, including family and friends will 
be consulted as per the code. Where 
necessary, a Best Interests Meeting 
will be convened to support the 
person’s decision making and 
individualised care. All aspects of the 
assessment and decision-making 
process will be recorded in the 
person’s medical record. Positive risk 
taking and least restrictive options are 
paramount.  
 
Information is shared in accordance 
with legal frameworks e.g. GDPR; 
MCA etc. 
 

4.2 The organisation effectively shares 
information in line with national and 
local processes for safeguarding 
adults enquiries.  

Staff understand the principles of information 
sharing and the most effective ways of sharing 
information.  
Staff understand what to do and when to share 
information if they believe an adult may be at risk 
of abuse. 
Managers are fully conversant with the legal 
framework and good practice guidance for 
sharing the of information in line with the Care Act 
(Safeguarding Sections). 
 

As part of mandatory training, all staff 
are advised of Information Sharing 
principles. 
 
For Safeguarding Adults Team, 
information sharing agreements are 
established in accordance with the 
Care Act (2014) and best practice. 
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 Standard Components of standard Evidence: Please utilise this 

column as internal evidence of 
compliance 

RAG rating 

   
 

5.1 The organisation will be able to 
demonstrate commitment to the 
safeguarding process and 
partnership working with relevant 
agencies. . 

The provider supports multi-agency safeguarding 
investigations by providing expert health advice 
and assessments where required. 
 
The organisation works with partners and has 
appropriate representation at relevant 
safeguarding related groups including:- 

· Safeguarding Strategy and Case 
Conference meetings 

· SAB 
· SAB Subgroups and Task and Finish 

Groups 
· Safeguarding Adults Reviews 

The Trust ensures representation at 
safeguarding investigations and case 
conferences as and when required 
 
 
The Named Nurse Safeguarding 
Adults attends SAB 
 
 
The Senior Nurses in the 
Safeguarding Adults Team are 
members of PQAG (Performance, 
Quality Assurance Group 
Improvement), HSAG (Health 
Safeguarding Adults Group), and Vice 

 

Safeguarding principle 5: Partnership working 
Integrated and cohesive partnerships at all levels of the organisation focused at improving outcomes for adults at risk  

The 6 C’s:  Communication:- 
Better Listening and shared decision making, making every contact count and sharing lessons to ensure improvement 
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· Domestic Homicide Reviews   
· MARAC 
· MAPPA 

 

Chair of the Training sub-group, 
DASV Support and Protection Sub-
Group meetings. 
 
The team actively participates in Task 
and Finish Groups as required. 
 
The Trust contributes to SARs and 
DHRs as required. 
 
The Trust receives MARAC lists from 
the 3 local authorities and provides 
research at each meeting. A member 
of the Safeguarding Adults Team 
attends as required. 
 
There is an integrated approach with 
the adult and children’s safeguarding 
team to support the requirements of 
MAPPA as needed. 

 
 
 
 

 
 
 
 
 
 
 
 
 
 
 

Safeguarding principle 6: Accountability  
Ensuring that Safeguarding Adults at risk is embedded throughout the organisation, and the organisation is transparent about how 

safeguarding adults is managed throughout the organisation 

The 6 C’s:  Competency:-  
Clinical competency means being knowledgeable and safe in all aspects of physical care delivery. 
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 Standard Components of standard Evidence: Please utilise this 
column as internal evidence of 
compliance 

RAG rating 

   
 

6.1 Safeguarding leadership is 
embedded at all levels within the 
organisation 

Roles and responsibilities for safeguarding adults 
across the organisation are clearly mapped in 
policy. 
 
A named executive holds strategic leadership 
responsibility for safeguarding adults throughout 
the organisation. 

The organisation has in post a practise lead for 
Safeguarding Adults, with sufficient capacity to 
effectively carry out the roles.  In health this will 
be a named health or social care professional. 

The Chief Nurse is the Executive 
Lead for safeguarding. 
 
The Named Nurse Safeguarding 
Adults supports the Executive Lead. 
 
The Named Nurse Safeguarding 
Adults is the practice lead within the 
organisation and is supported by the 
Lead Professional/Senior Nurse 
Safeguarding Adults. 

 

6.2 The organisation has set 
requirements for reporting 
safeguarding adult’s performance 
and risk to the Board/Senior 
management.  
 

The board receive and annual report of 
safeguarding performance across the 
organisation, including:- Reviews of the 
effectiveness of the organisations safeguarding 
arrangements (including MCA/ DoLS and 
Prevent) 

· Any risks to the arrangements 

· Service improvement requirements learning 
points and areas of good practice 

· Performance against statutory, regulatory or 
commissioners requirements.   

SSG reports into Quality & Safety 
Committee. Any risks highlighted 
through this mechanism and any 
concerns are immediately escalated 
through to the Executive Director 
responsible for safeguarding adults. 
The annual report provides assurance 
to the board.  
 

 

6.3 The organisation embraces the duty 
of candour 

The organisation is able to demonstrate that the 
duty of candour is embedded at all levels. 
 

The Duty of Candour principles are 
captured within the Being Open 
Policy. This supports the principles of 
the Duty of Candour as laid out by the 
Francis Report (2013) and is included 
on all documentation related to RCAs 
and Serious Incidents. 
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Safeguarding Adults Standards: Remedial Action Plan  
 
Standard 
No.  

Action(s) required to achieve standard Person 
Responsible  

Date 
Due  

Comments / Progress 

     
     
     

 



 
Name of Meeting: Audit and Risk Committee 

Date of Meeting: 13 July 2022 

Prepared by: Ian Knight Chair of Committee/Non-Executive Director  

 
Key Highlights from the meeting 

 Highlight RAG 
rating 

1. Internal Audit reported on the status of those audits in the 22/23 work 
plan which had now commenced. The committee was assured that 
despite the delay in agreeing the work plan and starting audits, the work 
plan for the year remained on track.   

 Limited 
assurance 

2. A report was received detailing the progress made towards 
implementing Internal Audit recommendations, and those 
recommendations that are still outstanding. There were 13 overdue 
recommendations. 6 recommendations have passed their original target 
dates but not their revised target dates. 31 recommendations have been 
implemented since the last Follow Up report. 78 recommendations have 
been implemented in the last twelve months. It was noted that some of 
the completion dates needed updating on the system. 

Significant 
assurance 

3. Grant Thornton reported on the timing and process for the 2021/22 
Value For Money Report. 

Significant 
assurance 

4. The BAF and High Level Risk Register were tabled and discussed. The 
committee discussed the need for a consistent and coordinated 
approach by Solutions and the Trust in reporting BAF and Risk Register 
items. Solutions admitted that their Risk Register was still a work in 
progress and would be refined. 
 

Significant 
assurance 

 
Assurances gained at the meeting 

 Assurance RAG 
Rating 

1. Internal Audit queried whether a review of their effectiveness had been 
undertaken, and it was agreed that they would share examples of 
effectiveness surveys undertaken by other trusts. 
 

Limited 
assurance 

2. The results of a Deep Dive into Quality and Safety Risks was tabled and 
discussed.  

Significant 
assurance 

 
Issues or emerging risks 

 
1. 
 
 
 
 

Issues or emerging risks 
The Committee noted that the level of compliance for reporting 
Declarations of Interest remains very low. It was suggested that 
compliance could be part of the annual PDR process. The Company 
Secretary was asked to review governance of this task.  

Limited 
Assurance 



 
Any other comments 
 
None. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Level of 
assurance 

Guidance on consistency 

High 
assurance 

This can be given when there is evidence that there is a clear understanding of the 
matter or issue to be addressed; there is evidence of independent or external 
assurance; there are plans in place and that these have been delivered and there is 
triangulation from other sources (eg patient or staff feedback).  

Significant 
assurance 

This can be given when there is evidence that there is a good understanding of the 
matter or issue to be addressed; there are plans in place and that these are being 
delivered against agreed timescales; those that are not yet delivered are well 
understood and it is clear what actions are being taken to control, manage or 
mitigate any risks; where required there is evidence of independent or external 
assurance. 

Limited 
assurance 

Limited assurance can be given where there is partial clarity on the matter to be 
addressed; some progress has been made but there remain a number of 
outstanding actions or progress against any plans will not be delivered within agreed 
timescale; independent or external assurance shows areas of concern; there are 
increasing risks that are only partially controlled, mitigated or managed.  

No 
assurance 

Management cannot clearly articulate the matter or issue; something has arisen at 
Committee for which there is little or no awareness and no action being taken to 
address the matter; there are a significant number of risks associated where it is not 
clear what is being done to control, manage or mitigate them; and the level of risk is 
increasing. 

 
 
 



  
 

 
                 

 
 
 

 

Name of Meeting: 
 

Charitable Funds Committee 

Date of Meeting: 
 

14th July 2022 

Prepared by: 
 

Rhys Davies Chair of Committee/Non-Executive Director  
 

 
Key Highlights from the meeting 

 Highlight  RAG 
Rating 

3. The Committee reviewed 6 requests for funding, one of which was withdrawn 
before discussion; one was formal confirmation of an approval given offline since 
the previous Committee meeting (for an additional Chargebox); and one was 
introduced on the day of the meeting. 

• Approved in meeting: 
o Winter Wellbeing Grant Programme. This request was for £19k to 

be awarded to staff who would be invited to make submissions, in a 
dragons den style, for funds from £50k to £2,000 for items which 
they consider would enhance the wellbeing of colleagues. The aim 
is to make this a fun and inclusive event. 

o PACER train fitout. Approval given to spend up to £20k to 
supplement the gifts in kind already given to complete the fit out of 
the train. 

o HODU enhanced development. The HODU unit temporarily 
relocated to Ward 19 to enable the refit works to happen without 
detriment to the service offered. This has given the refit team the 
opportunity to do a more complete and extensive upgrade. It should 
be noted that this has been done and designed with the active 
engagement of staff and patients and this engagement has 
generated additional specific local funds. during the previously 
approved. Assurance was given that these investments would not 
be compromised by any subsequent RAAK work. £27,710 was 
approved for this. 

o Beauty room revamp. This room is adjacent to HODU and will 
benefit from some of the HODU rework and investment. To create a 
common standard of environment this work was also approved. 
Again, due to good engagement with patients, monies were raised 
specific for this purpose. £18,211 was approved.  

• Approved retrospectively: 
o An additional Chargebox was approved 

 

High 
assurance 

4. The Committee confirmed the renaming of the Pharmacy Research fund to 
Pharmacy fund to enable for general use of the monies in the Pharmacy area. 

High 
assurance 

 The Charity Managers report again showed how the impact of the Charity is 
increasing and how they are attracting new and imaginative ways of generating 
charitable funds. It was noted that they are no limited in the support they can give 
to some initiatives based on the current resource commitment. 

High 
assurance 

 
 

 
No 
Assurance  

Limited 
Assurance  

Significant 
Assurance  

High 
Assurance 



  
 

Assurances gained at the meeting 
 Assurance RAG 

Rating 
4 • The Charity Strategy was reviewed and strong alignment to, and 

advancement of, Airedale’s 5P’s strategy was noted. 
• The Charity Committee supporting documentation has now all been 

reviewed and approved, this includes the Investment Policy. It is now 
considered to be all up to date. 

• The draft accounts have already been reviewed and are progressing ahead 
of last year. 
 

High 
assurance 

 • The charitable fund position was considered to be healthy with a balance of 
£1.44m, up £83k on last quarter, and a committed spend of £434k. 

High 
assurance 

 • Rathbones (the Investment advisors) presented a review of the 
investments performance over the last 6 months. Whilst it has fallen circa 
8% due to unusual external circumstances (war in Ukraine, depressed 
economy, inflation) the benchmark shows this is in line with other charitable 
investments. Rathbones have also been proactive in rebalancing some of 
our equity stocks. 
 

Significant 
assurance 

 • The previously agreed work to instal a concrete base for the PACER train 
has not completed and, during the interim, the costs have increased by 
several thousands of pounds. Assurance has been given that the new price 
of £42k will not be exceeded. 

Significant 
assurance 

 
Issues or emerging risks 

 Issues or emerging risks RAG 
Rating 

 None High 
assurance 

 
Any other comments 
Linda Dobson was welcomed as new Governor Member. 
Attendees felt the meeting was well Chaired. 

 
 
 
 
 

Level of 
assurance 

Guidance on consistency. 

High 
assurance 

This can be given when there is evidence that there is a clear understanding of the matter or issue to 
be addressed; there is evidence of independent or external assurance; there are plans in place and 
that these have been delivered and there is triangulation from other sources (e.g. patient or staff 
feedback).   

Significant 
assurance 

This can be given when there is evidence that there is a good understanding of the matter or issue to 
be addressed; there are plans in place and that these are being delivered against agreed timescales; 
those that are not yet delivered are well understood and it is clear what actions are being taken to 
control, manage or mitigate any risks; where required there is evidence of independent or external 
assurance. 

Limited 
assurance 

Limited assurance can be given where there is partial clarity on the matter to be addressed; some 
progress has been made but there remain a number of outstanding actions or progress against any 
plans will not be delivered within agreed timescale; independent or external assurance shows areas 
of concern; there are increasing risks that are only partially controlled, mitigated or managed.  

No 
assurance 

Management cannot clearly articulate the matter or issue; something has arisen at Committee for 
which there is little or no awareness and no action being taken to address the matter; there are a 
significant number of risks associated where it is not clear what is being done to control, manage or 
mitigate them; and the level of risk is increasing. 

 



 
 
 
 

Name of Meeting: Finance Performance and Digital Committee 
 

Date of Meeting: 
 

25 May 2022 

Prepared by: 
 

Andrew Dumbleton Chair of Committee/Non-Executive Director  

 
Key Highlights from the meeting 

 Highlight RAG 
rating 

1. Operational performance in April continued to be challenging. Demand for Trust 
services remained very high. Bed occupancy was again at around 94%. Covid 
numbers had reduced significantly. It was discussed that it was positive that the 104 
week waits had been nearly eliminated and that the Trust was focusing Pathways 
between 26 and 52 weeks with focus on Priority 1 and 2 patients at all times. This 
continues to impact on areas of planned care service provision. There was also a 
discussion on the ward decant programme and on how this was creating some 
challenges. The elective recovery programme was commented on and some of the 
pressures to meet the requirements. The Committee was again assured that this was 
a matter of priority for the Trust. 

Significant 
assurance 

2. There were again high levels of activity in Accident & Emergency (A&E) through 
April. This continues to place significant pressure on capacity in A&E which continues 
to mirror the local and national position. A discussion was held on waiting times and 
ambulance turnaround times. Ambulance turnaround times had not been achieved in 
April but had showed significant improvement in early May. It was agreed that the 
Trust needed to better articulate its performance in line with the new performance 
standards. There was a level of assurance gained from this and actions continue to 
be taken to improve performance.  

Limited 
assurance 

3. Diagnostics had showed a small decline in performance. There were continued staff 
pressures. Cancer targets continued to show improvement. The Committee were 
assured by the Cancer performance improvement. 

Significant 
assurance 

4. A procurement update report was presented to the Committee. The importance of the 
move to sustainable procurement not increasing costs was highlighted.    A 
discussion was held on the price avoidance graph in the report and that there was 
need to understand how much of the price avoidance was inflationary.  The 
Committee gained assurance from the Key Performance Indicators. 

Significant 
Assurance 

5. The Committee approved the Annual Committee report. Significant 
assurance 

 
Assurances gained at the meeting 

 Assurance RAG 
Rating 

1. A discussion was held about the underlying financial position at month one and the 
first month deficit of £0.45m which was caused by the month one shortfall in the 
waste reduction programme. The current forecasted savings from that programme 
were £5.44m, £2.77m of which were recurrent at this stage. This fell short of the 

Limited 
assurance 

No 
Assurance 

Limited 
Assurance  

Significant 
Assurance  

High 
Assurance 



target of £10m. The first Scrutiny Executive Led meeting will be taking place on 30 
May 2022.  Medicine which was an area with a large potential for waste reduction 
would be reviewed at that meeting and Surgery and Women’s, another area for 
potential savings, would be scrutinised at the following meeting.  NHS 
England/Improvement expected delivery of the recurrent Waste Reduction 
Programme target by quarter three. Whilst the Committee was assured that there 
was a plan in place there were still some concerns around the deliverability of the 
total level of savings required.  It was also noted that the ICS plan was to be 
resubmitted later in the month.   

2. The Committee congratulated the Finance Team on achieving The Better Payments 
Practice Code targets. This will continue to be reviewed on a regular basis.  

High 
assurance 

3. A paper was presented to the Committee which highlighted that the Trust had 
received a VAT refund following the successful case brought against HMRC in which 
the Court of Appeal ruled that the provision of lease cars to NHS employees under 
salary sacrifice.  It was proposed that the VAT refund be utilised to refund those 
employees that had paid the extra tax.  The Committee was supportive of this 
proposal though agreed that the internal administrative costs should be deducted 
from the refunds. 
 

Significant 
assurance 

4. The Digital update was presented to the Committee. A discussion was held around 
the Trust moving from into the procurement stage regarding the new electronic 
patient record system. The one supplier interested in pursuing the procurement 
process had been asked to provide details of their offer by mid-July.  A discussion 
was also held around the performance statistics at the end of the digital update 
report. It was agreed that this was useful information to see and that some additional 
information would be provided capturing those areas which were proving more 
challenging such as the responsiveness of the IT Helpdesk and Wifi connection 
within some parts of the Trust.  In addition it was discussed that other useability 
factors should be included.  
 

Significant 
assurance 

 
Issues or emerging risks 

 Issues or emerging risks RAG 
Rating 

1. There continues to be significant pressure on A and E and Patient Flow and this is 
being monitored carefully by the Trust.  

Limited 
assurance 

2 The waste reduction plan for the 2022/2023 financial year is a challenge for the 
Trust. Performance against the plan will carefully monitored on a monthly basis. 

Limited 
assurance 

 
Any other comments 
None 
 

 
 
 
 
 
 
 
 
 
 
 



 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Level of 
assurance 

Guidance on consistency 

High 
assurance 

This can be given when there is evidence that there is a clear understanding of the matter or issue to 
be addressed; there is evidence of independent or external assurance; there are plans in place and 
that these have been delivered and there is triangulation from other sources (eg patient or staff 
feedback)   

Significant 
assurance 

This can be given when there is evidence that there is a good understanding of the matter or issue to 
be addressed; there are plans in place and that these are being delivered against agreed timescales; 
those that are not yet delivered are well understood and it is clear what actions are being taken to 
control, manage or mitigate any risks; where required there is evidence of independent or external 
assurance. 

Limited 
assurance 

Limited assurance can be given where there is partial clarity on the matter to be addressed; some 
progress has been made but there remain a number of outstanding actions or progress against any 
plans will not be delivered within agreed timescale; independent or external assurance shows areas 
of concern; there are increasing risks that are only partially controlled, mitigated or managed.  

No 
assurance 

Management cannot clearly articulate the matter or issue; something has arisen at Committee for 
which there is little or no awareness and no action being taken to address the matter; there are a 
significant number of risks associated where it is not clear what is being done to control, manage or 
mitigate them; and the level of risk is increasing. 

 
 
 
 



 
 
 
 

Name of Meeting: Finance Performance and Digital Committee 
 

Date of Meeting: 
 

29 June 2022 

Prepared by: 
 

Andrew Dumbleton Chair of Committee/Non-Executive Director  

 
Key Highlights from the meeting 

 Highlight RAG 
rating 

1. Operational performance in May continued to be challenging. Demand for Trust 
services remained high though Covid numbers were well down on previous 
months. Bed occupancy was again at around 91%.  Whilst there had been 
improvement in bed occupancy and length of stay performance, the position had 
fluctuated.  The 104-week wait time target would be met at the end of June. There 
was a discussion as whether staff absence was restricting the use of the theatres 
and, should this be the case, what action was being taken to address the 
shortages. The Committee gained some assurance that the Trust was managing 
this with regular meetings with the Theatre team and that bank and external 
agency providers were also being used to address staffing gaps. The Committee 
was also assured by steps being taken by the local authority or care sector to 
increase the provision of social care places.   
 
It was discussed that it was positive that the 104 week waits had been nearly 
eliminated and that the Trust was focusing Pathways between 26 and 52 weeks 
with focus on Priority 1 and 2 patients at all times. This continues to impact on 
areas of planned care service provision. There was also a discussion on the ward 
decant programme and on how this was creating some challenges. The elective 
recovery programme was commented on and some of the pressures to meet the 
requirements. The Committee was again assured that this was a matter of priority 
for the Trust. 

Significant 
assurance 

2. There were again high levels of activity in Accident & Emergency (A&E) through 
May. This continues to place significant pressure on capacity in A&E which 
continues to mirror the local and national position. A discussion was held on was 
held on waiting times and ambulance turnaround times. Ambulance turnaround 
times had showed significant improvement in May which the Committee was 
assured by. 

Limited 
assurance 

3. Diagnostics had showed an improvement in performance. There were continued 
staff pressures. Cancer targets continued to show improvement. The Committee 
were assured by the performance improvements. 

Significant 
assurance 

4. The Committee received a 2022/23 planning update.  Trusts had been given an 
opportunity to resubmit updates to the planning template and the Trust had 
updated projections.   

Significant 
Assurance 

5. The Annual Information Governance (“IG”) Security and Protection Toolkit was 
presented to the Committee. The Committee was informed that IG mandatory 

Limited 
assurance 

No 
Assurance 

Limited 
Assurance  

Significant 
Assurance  

High 
Assurance 



training performance (by the Trust and AGH Solutions Ltd) had not met the 
required standard.  NHS Digital would be informed of the position and there would 
be an improvement plan required.  Whilst it was recognised that improvement was 
required the Committee was assured by the actions being taken 
 
It was reported the Trust had recently experienced an IG breach which had 
highlighted a risk regarding external communications of a particular file type.  
Quality and Safety Committee had requested that the Finance, Performance and 
Digital Committee undertake the governance role regarding the breach and the 
Committee agreed this course of action.  It was discussed whether the ICS had 
been made aware of the breach and it was reported the IG lead at the Trust would 
inform IG leads at other trusts. The Committee was assured by the actions being 
taken though the data breach was of concern. 
 

 
Assurances gained at the meeting 

 Assurance RAG 
Rating 

1. A discussion was held about the underlying financial position at month two and 
the deficit of £1.5m which was mainly caused by the shortfall in the waste 
reduction programme.  It was reported that the Trust should be able to recover 
some of the shortfall in the next few months.  The challenge would be to do so on 
a recurrent basis.  The target for the year would be a stretch to meet.  It was 
confirmed that senior management and all divisions were fully engaged in the 
programme. There were no plans to reduce service provision as a consequence 
of the programme.  The current forecasted savings from the programme were 
£5.44m, £2.77m of which were recurrent at this stage. This fell short of the target 
of £10m. Whilst the Committee was assured that there was a plan in place there 
continued to be concerns around the deliverability of the total level of savings 
required.   

Limited 
assurance 

2. The Better Payments Practice Code targets were not quite achieved in May but 
are expected to return to the targets next month. This will continue to be reviewed 
on a regular basis.  

Significant 
assurance 

3. A paper was presented to the Committee which presented an overview of the 
costing plan and supporting information provided to ensure it met the expected 
requirements noted in the Approved Costing Guidance. This was discussed. The 
final approval of this will be requested of the Committee at the July 2022 meeting 
when the final paper will be presented.   

Significant 
assurance 

 
Issues or emerging risks 

 Issues or emerging risks RAG 
Rating 

1. There continues to be significant pressure on A and E and Patient Flow and this is 
being monitored carefully by the Trust.  

Limited 
assurance 

2. The waste reduction plan for the 2022/2023 financial year is a continued 
challenge for the Trust. Performance against the plan will carefully monitored and 
the first quarterly waste reduction report will be presented to the Committee next 
month. 

Limited 
assurance 

3.   The IG data breach is of concern. Steps are being taken to manage this. Limited 
assurance 

 
 
 



 
Any other comments 
None 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Level of 
assurance 

Guidance on consistency 

High 
assurance 

This can be given when there is evidence that there is a clear understanding of the matter or 
issue to be addressed; there is evidence of independent or external assurance; there are plans 
in place and that these have been delivered and there is triangulation from other sources (eg 
patient or staff feedback)   

Significant 
assurance 

This can be given when there is evidence that there is a good understanding of the matter or 
issue to be addressed; there are plans in place and that these are being delivered against 
agreed timescales; those that are not yet delivered are well understood and it is clear what 
actions are being taken to control, manage or mitigate any risks; where required there is 
evidence of independent or external assurance. 

Limited 
assurance 

Limited assurance can be given where there is partial clarity on the matter to be addressed; 
some progress has been made but there remain a number of outstanding actions or progress 
against any plans will not be delivered within agreed timescale; independent or external 
assurance shows areas of concern; there are increasing risks that are only partially controlled, 
mitigated or managed.  

No 
assurance 

Management cannot clearly articulate the matter or issue; something has arisen at Committee 
for which there is little or no awareness and no action being taken to address the matter; there 
are a significant number of risks associated where it is not clear what is being done to control, 
manage or mitigate them; and the level of risk is increasing. 

 



 
 
 
 

Name of Meeting: Finance Performance and Digital Committee 
 

Date of Meeting: 
 

27 July 2022 

Prepared by: 
 

Andrew Dumbleton Chair of Committee/Non-Executive Director  

 
Key Highlights from the meeting 

 Highlight RAG 
rating 

1. Operational performance in June continued to be challenging. Demand for Trust 
services remained high and Covid numbers varied significantly during the month. 
Bed occupancy was at around 86%.  There had again been improvement in bed 
occupancy and length of stay performance.  The 104-week wait time target had 
been met. The was now a focus on the 76 week wait. There was a discussion as 
whether staff shortages continued to restrict the use of the theatres which was 
confirmed as still an issue. Steps were continuing to be taken to address this. 
There was also a discussion on the rate of discharges for patients and it was 
highlighted that there was a blockage within intermediate care which meant there 
was currently no improvement in the position. The Committee gained assurance 
by the actions being taken. 

Significant 
assurance 

2. There were again high levels of activity in Accident & Emergency (A&E) through 
June. This continues to place significant pressure on capacity in A&E.  4 hour wait 
times were still below national target. The newer measure of performance, 
ambulance turnaround times, continued to be ahead of the national target. 
However, it was noted that this positive performance tended to attract ambulances 
which increased attendances.   The Committee gained some assurance as to the 
ambulance turnaround times. 

Limited 
assurance 

3. Diagnostics had showed an improvement in performance though there were 
pressures in non-obstetrics ultrasound and echocardiology. The 62 day cancer 
target had not been met. The Committee were assured that this was a short-term 
sickness problem.  

Significant 
assurance 

4. A report which provided an update regarding the Information Governance (IG) 
programme was presented to the Committee. This had previously been discussed 
by the Committee at the June 2022 meeting. It confirmed the results of the Data 
Security and Protection Toolkit assessment for 2021/22 and internal audit 
outcome. The IG mandatory training performance (by the Trust and AGH 
Solutions Ltd) had not met the required standard. The report provided an overview 
of the arrangements in place to manage information risks and compliance in the 
year ahead and provided a progress summary of the activities undertaken by the 
Information Governance Service in-year. The report also included an opinion from 
the Data Protection Officer (DPO). The Committee noted the report and was 
assured by the actions being taken. 
The Committee was provided with an update regarding the IG data breach which 
had been reported last month. 

Limited 
assurance 

5. The quarterly Business Development Report was presented to the Committee. A 
number of business development activities were highlighted in the report. It was 
reported that some adjustments were being proposed to the Prison Telemedicine 

Significant 
Assurance 

No 
Assurance 

Limited 
Assurance  

Significant 
Assurance  

High 
Assurance 



contracts to make them more competitive which it was reported would be 
expected to ensure that the Trust retained these contracts.  A discussion was held 
on the contribution of the business development activities to the waste reduction 
programme and the need for future reports to outline the scale of additionality 
offered from the business and commercial opportunities in order for an 
assessment to be made regarding the alignment of this to the waste reduction 
programme. It was also confirmed that a strategic review was taken of all 
business opportunities. The Committee was assured by the work being 
undertaken. 
 

 
Assurances gained at the meeting 

 Assurance RAG 
Rating 

1. A discussion was held about the underlying financial position at month two and 
the deficit of £1.5m which was mainly caused by the shortfall in the waste 
reduction programme.  It was reported that the Trust should be able to recover 
some of the shortfall in the next few months.  The challenge would be to do so on 
a recurrent basis.  The target for the year would be a stretch to meet.  It was 
confirmed that senior management and all divisions were fully engaged in the 
programme. There were no plans to reduce service provision as a consequence 
of the programme.  The current forecasted savings from the programme were 
£5.44m, £2.77m of which were recurrent at this stage. This fell short of the target 
of £10m.  The shortfall had started to have an impact on the cash position.  
Monthly Cash Committee meetings had been instituted to monitor this. Whilst the 
Committee was assured that there was a plan in place there continued to be 
concerns around the deliverability of the total level of savings required.   
 
The ICS update was not available at the time of the meeting would be circulated 
to Committee members following the meeting 

Limited 
assurance 

2. The first quarterly waste reduction report was presented to the Committee. There 
had been a £800,000 improvement in the forecast though the waste reduction 
target was still not forecast to be achieved.  Some waste reduction schemes 
carried risk and divisions were being requested to deliver more lower risk plans. 
As part of the plans a review of investments was being undertaken.  The 
Committee discussed that no critical investment schemes would be stopped. It 
was also confirmed that additional support would be provided to the divisions to 
assist with the waste reduction plans. There followed a discussion on the format 
of the report which the Committee approved. It provided a good level of 
information in the main reported supported by detailed analysis in the Appendices. 
Whilst the Committee was assured that there was a plan in place there continued 
to be concerns around the deliverability of the total level of savings required.   

Limited 
assurance 

3. The Better Payments Practice Code targets were again not quite achieved in June 
but are expected to return to the targets next month. This will continue to be 
reviewed on a regular basis.  

Significant 
assurance 

4. Following the paper presented to the Committee at the meeting in June it was 
reported that the National Cost Collection PLICS data was still requiring validation 
and hence the National Cost Collection submission was not ready for approval by 
the Committee.  The Committee delegated authority to Amy Whitaker the Director 
of Finance to sign this off.  Any issues identified during the submission scrutiny 
would be notified to the Committee. 

Significant 
assurance 

5. A paper on the overview of self-assessment of financial controls was presented to 
the Committee. The assessment highlighted good practice was being followed in 
four areas and three areas had been identified as requiring improvement.  This 
paper had been intended for the Audit and Risk Committee but due to timing 
issues in relation to meetings it was brought to this Committee initially. Internal 
audit will also be reviewing the assessment and an updated will be provided to the 

Significant 
assurance 



October 2022 Audit and Risk Committee meeting. This Committee noted the 
paper and the actions.  

 
 

Issues or emerging risks 
 Issues or emerging risks RAG 

Rating 
1. There continues to be significant pressure on A and E and Patient Flow and this is 

being monitored carefully by the Trust.  
Limited 
assurance 

2. The waste reduction plan for the 2022/2023 financial year is a continued 
challenge for the Trust. Performance against the plan is continuing to be carefully 
monitored on a monthly basis.  

Limited 
assurance 

 
Any other comments 
None 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Level of 
assurance 

Guidance on consistency 

High 
assurance 

This can be given when there is evidence that there is a clear understanding of the matter or 
issue to be addressed; there is evidence of independent or external assurance; there are plans 
in place and that these have been delivered and there is triangulation from other sources (eg 
patient or staff feedback)   

Significant 
assurance 

This can be given when there is evidence that there is a good understanding of the matter or 
issue to be addressed; there are plans in place and that these are being delivered against 
agreed timescales; those that are not yet delivered are well understood and it is clear what 
actions are being taken to control, manage or mitigate any risks; where required there is 
evidence of independent or external assurance. 

Limited 
assurance 

Limited assurance can be given where there is partial clarity on the matter to be addressed; 
some progress has been made but there remain a number of outstanding actions or progress 
against any plans will not be delivered within agreed timescale; independent or external 
assurance shows areas of concern; there are increasing risks that are only partially controlled, 
mitigated or managed.  

No 
assurance 

Management cannot clearly articulate the matter or issue; something has arisen at Committee 
for which there is little or no awareness and no action being taken to address the matter; there 
are a significant number of risks associated where it is not clear what is being done to control, 
manage or mitigate them; and the level of risk is increasing. 

 
 
 



  
 

 
           

 
 
 

Name of Meeting: 
 Joint Meeting of Peoples’ Committee and Quality & Safety Committee 
Date of Meeting: 
 21st June 2022 
Prepared by: 
 Dr Andy Withers, Chair of Committee/Non-Executive Director 

 
 

Key Highlights from the meeting 
 Highlight  RAG 

Rating 
1. This was a single item agenda to examine whether there was any evidence of 

the recent and current operational pressures were affecting staff and 
resulting in harm to patients. 
 
A paper was presented which detailed episodes of patient harm since December  
2021 which showed a steady decline. 
 
The following was noted: 

• reported staff incidents were likely to be higher when staff were less busy 
and had more time 

• there was a need for systems to be streamlined to free up more time for 
nurses to care 

• there was no correlation between a higher level of incidents when 
temporary staff were working 

• further work/life balance solutions would need to be introduced in order to 
attract more people to work at the Trust.   

 
The discussion had provided assurance that whilst there is evidence of harms and 
impact on quality of care as a result of operational pressures, it is not possible to 
link these with staffing issues directly. There is much work being undertaken to 
manage operational pressure impacts and to support and develop colleagues.   
 
Although there was no evidence to suggest that colleague fatigue was leading to 
patient harm, it was still a significant risk. Moral Injury is increasingly recognised 
amongst staff and these issues require consideration at Board. 
 

High 
assurance 

 
 
 
 
 
 
 
 
 
 
 
 

No 
Assurance  

Limited 
Assurance  

Significant 
Assurance  

High 
Assurance 



  
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  
 
 
 
 
 
 
 
 
 

Level of 
assurance 

Guidance on consistency 

High 
assurance 

This can be given when there is evidence that there is a clear understanding of the matter or issue to 
be addressed; there is evidence of independent or external assurance; there are plans in place and 
that these have been delivered and there is triangulation from other sources (eg patient or staff 
feedback)   

Significant 
assurance 

This can be given when there is evidence that there is a good understanding of the matter or issue to 
be addressed; there are plans in place and that these are being delivered against agreed timescales; 
those that are not yet delivered are well understood and it is clear what actions are being taken to 
control, manage or mitigate any risks; where required there is evidence of independent or external 
assurance. 

Limited 
assurance 

Limited assurance can be given where there is partial clarity on the matter to be addressed; some 
progress has been made but there remain a number of outstanding actions or progress against any 
plans will not be delivered within agreed timescale; independent or external assurance shows areas 
of concern; there are increasing risks that are only partially controlled, mitigated or managed.  

No 
assurance 

Management cannot clearly articulate the matter or issue; something has arisen at Committee for 
which there is little or no awareness and no action being taken to address the matter; there are a 
significant number of risks associated where it is not clear what is being done to control, manage or 
mitigate them; and the level of risk is increasing. 

 
 
 
 



  
 

 
           

 
 
 

 

Name of Meeting: 
 

People Committee 

Date of Meeting: 
 

28 June 2022 

Prepared by: 
 

Melanie Hudson - Non-Executive Director/Chair of People Committee 

 
Key Highlights from the meeting 

 Highlight  RAG 
Rating 

1. People Story 
 
The Committee heard a detailed update outlining the revised approach to the 
delivery of training and development to the non-clinical workforce, the detail of 
this can be found in the minutes of the meeting. The members of the Committee 
were able to assure themselves that there were clear links to the people promise 
we are always learning as the presentation contained: 
 

· Information regarding the Non-Medical Education and Training 
Governance and Community of Practice arrangements.  

· Detailed the key priorities for the next 12 months.  
· Highlighted the longer-term training plan and urgent training requirements 

and outlined a revised approach to the implementation of a new online 
competency tracker. 

 

Significant 
assurance  

2 Medical Workforce Strategy Review  
 
The Committee were presented with a detailed report along side the report from 
the Guardian of Safe Working which identified that there had been significant 
increases in sickness absence levels, (non-covid related), and it was agreed that 
a deeper dive should take place to better understand the impact of the pandemic 
on the health and wellbeing of junior doctors and other trainees, to be presented 
to the September meeting of the Committee 
 
There had been a significant increase in sickness absence levels (non-Covid-19 
related) and there was a need to understand what impact the pandemic might 
have had on the health and wellbeing of junior doctors and other trainees.  
 
 
 
 

Limited 
assurance  

 
Assurances gained at the meeting 

 Assurance RAG 
Rating 

1. The Committee was presented with a further update report into the work to 
understand and improve the key data in relation to the pathology workforce. The 
report evidenced a sharper focus on long term absence and the need for some 
restructuring to take place, a further report would be brought back to the 

Significant 
assurance 
that 
progress 

No 
Assurance  

Limited 
Assurance  

Significant 
Assurance  

High 
Assurance 



  
 

Committee in September. could now 
be made 

 
Issues or emerging risks 

 Issues or emerging risks RAG 
Rating 

1. It was reported that ongoing concerns were being raised by Emergency 
Department Medical colleagues regarding the impact of demand on the service 
and their ability to provide quality care; the Committee felt that this should be 
raised with the Board, although the data shared at the Joint Quality and People 
Committee was not seeing this coming through in reporting. The Committee was 
assured that work was taking place to better understand the position but felt it 
was an ongoing area of risk.  
 

Limited 
assurance 

2. The Committee noted the junior doctor sickness absence levels was a potential 
new risk and would need consideration within divisions with escalation to the 
Risk and Compliance Group as appropriate.  
 

 

 
 

Any other comments 
 
TRADE UNION FACILITY REPORTING TIME  
 
The Committee received a paper which provided the information required for the external publication of 
the of the Trade Union facilities time in line with the 2017 Regulations. This was approved by the 
Committee for publication in July 2022. 
 

 
 
 
 
 
 
 
 
 
 
 
 
 

Level of 
assurance 

Guidance on consistency. 

High 
assurance 

This can be given when there is evidence that there is a clear understanding of the matter or issue to 
be addressed; there is evidence of independent or external assurance; there are plans in place and 
that these have been delivered and there is triangulation from other sources (e.g. patient or staff 
feedback).   

Significant 
assurance 

This can be given when there is evidence that there is a good understanding of the matter or issue to 
be addressed; there are plans in place and that these are being delivered against agreed timescales; 
those that are not yet delivered are well understood and it is clear what actions are being taken to 
control, manage or mitigate any risks; where required there is evidence of independent or external 
assurance. 

Limited 
assurance 

Limited assurance can be given where there is partial clarity on the matter to be addressed; some 
progress has been made but there remain a number of outstanding actions or progress against any 
plans will not be delivered within agreed timescale; independent or external assurance shows areas 
of concern; there are increasing risks that are only partially controlled, mitigated or managed.  

No 
assurance 

Management cannot clearly articulate the matter or issue; something has arisen at Committee for 
which there is little or no awareness and no action being taken to address the matter; there are a 
significant number of risks associated where it is not clear what is being done to control, manage or 
mitigate them; and the level of risk is increasing. 

 



  
 

 
           

 
 
 

 

Name of Meeting: 
 

People Committee 

Date of Meeting: 
 

26 July 2022 

Prepared by: 
 

Melanie Hudson - Non-Executive Director/Chair of People Committee 

 
Key Highlights from the meeting 

 Highlights  RAG 
Rating 

1. People Story inclusion – Gareth Williams Chair of the Rainbow Network provided the 
Committee with a detailed update on the work of the group. This included patient and 
colleague feedback, both relating to good and less positive stories effecting patients and 
staff. This led into a broader debate about the way the networks work currently, the 
interface between different groups, whether NEDs and Exec Directors should stay with 
current groups or rotate. Clear messages from both discussions highlighted further work 
and review of approaches needed to engage more colleagues. The need for staff training, 
awareness and a consistency of approach and the importance of the involvement and 
sponsorship of senior staff. 

Significant 
assurance 
on the work 
of the 
network but 
more 
engagement 
needed.  

2 Reciprocal mentoring. The Committee members all felt that the scheme in place had been 
extremely positive this year and supported a proposed review of the year and feedback, 
as well as further consideration of the approach moving forwards to involve more middle 
managers to widen the scope of the scheme.   

 
Significant 
assurance. 

 
Assurances gained at the meeting 

 Assurance RAG 
Rating 

1. 
 
 
 
 

System working  
 
The Committee received a presentation up-dating the Committee on the system working 
across the Trust with a specific focus on the refresh of the Bradford District and Craven 
place based people plan refresh. The Committee noted the progress over the last few 
years in the development and delivery of this plan and welcomed the introduction of a 
place based People Committee.   

 
Significant 
assurance.  
 
 
 
 

2. WRES/WDES action plan update 
 
The Committee received a detailed update on progress with the Workforce Race Equality 
Standard and Workforce Disability Standard data and action plans. The Committee noted 
the progress that was being made. The discussion focussed on areas of improvement and 
decline, and the committee asked that some further work take place to explore these in 
more detail and to feedback at a future meeting 

 
Significant 
assurance 
that this is 
a clear area 
of focus. 

 
Issues or emerging risks 

 Issues or emerging risks RAG 
Rating 

1. The Committee spent some time discussing the data from the IBR and the BAF in 
relation the wider people metric’s including staff turnover, absence rates, and plateauing 
training and appraisal rates. Whilst the Committee was assured that the wellbeing of our 
people and the strategies in place were high quality and available. The Committee were 
concerned that our people’s experience of working with the Trust was not being 
prioritised due to the competing demands facing our teams which can be evidenced in 
the people metric’s and could further exacerbate the vacancy and turnover position.  The 
Committee would welcome a further conversation at Board in relation to this.  

 
Limited 
assurance. 
 
 
 
 
 

 

No 
Assurance  

Limited 
Assurance  

Significant 
Assurance  

High 
Assurance 



  
 

 
Any other comments 
 
None. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Level of 
assurance 

Guidance on consistency 

High 
assurance 

This can be given when there is evidence that there is a clear understanding of the matter or issue 
to be addressed; there is evidence of independent or external assurance; there are plans in place 
and that these have been delivered and there is triangulation from other sources (e.g. patient or 
staff feedback).   

Significant 
assurance 

This can be given when there is evidence that there is a good understanding of the matter or issue 
to be addressed; there are plans in place and that these are being delivered against agreed 
timescales; those that are not yet delivered are well understood and it is clear what actions are 
being taken to control, manage or mitigate any risks; where required there is evidence of 
independent or external assurance. 

Limited 
assurance 

Limited assurance can be given where there is partial clarity on the matter to be addressed; some 
progress has been made but there remain a number of outstanding actions or progress against any 
plans will not be delivered within agreed timescale; independent or external assurance shows areas 
of concern; there are increasing risks that are only partially controlled, mitigated or managed.  

No 
assurance 

Management cannot clearly articulate the matter or issue; something has arisen at Committee for 
which there is little or no awareness and no action being taken to address the matter; there are a 
significant number of risks associated where it is not clear what is being done to control, manage or 
mitigate them; and the level of risk is increasing. 
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Title of report:  Workforce Race Equality Standard and Workforce Disability Equality 
Standard Data March 2022 

Author: Alexis Brown, Head of People Partnering, Kelly Jolly, Workforce Information 
Analyst  
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Purpose of the Report 
This report provides People Committee with data relating to external reporting requirements linked to 
the Equality, Diversity and Inclusion agenda, namely the Workforce Race Equality Standard (WRES) 
and the Workforce Disability Equality Standard (WDES).  
 
Action plans have been prepared in response the 2022 data sets and are included as appendices; 
these action plans are managed through the relevant colleague inclusion network. There is a 
requirement for action plans to be published externally in September 2022, prior to that detailed 
engagement with the networks will take place supported by the People and Organisational 
Development Team. 
Key Points to Note  
 
The following key themes can be drawn from the data which inform the action plans: 
 
WDES: 

· When compared to 31st March 2021, the total number of colleagues declaring a disability has 
increased from 89 (2.80%) to 101(3.11%). Colleagues declaring their disability status has been 
a key focus of the Enable network over the last 12 months.  

· The relative likelihood of non-disabled colleagues being appointed from shortlisting compared 
to disabled colleagues has deteriorated.  

· Colleagues living with a disability continue to be more likely to enter a formal capability 
process. 

· The experience of disabled colleagues is reported as less favourable than non-disabled 
colleagues across staff survey metrics, including an overall engagement score of 6.7.  

 
WRES: 

· When compared to 31st March 2021, the total number of colleagues from an ethnic minority 
background has increased from 587 (18.45%) to 694 (21.35%).  

· The relative likelihood of white colleagues being appointed from shortlisting compared to ethnic 
minority colleagues has decreased from the previous year, indicating positive progress with 
recruitment practices. 

· The relative likelihood of colleagues from an ethnic minority background entering a formal 
disciplinary process has increased, this will need to remain a focus of the improving people 
practices action plan and the fair and just culture work. 

· Perception of fairness in career progression has improved and colleagues from an ethnic 
minority background continue to be more likely to access to non-mandatory training.  

· The experience of ethnic minority colleagues is reported as less favourable than white 
colleagues across staff survey metrics, with 19.6% of colleagues reporting discrimination in the 
last 12 months (4.7% for white colleagues). 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
The action plans are recognised as requiring a long-term strategic focus in order to measure benefits 
and impact. Therefore, many of the actions remain work in progress.  
 
Benchmarking information is not yet available for WRES and WDES metrics nationally, however, staff 
survey data indicates that the Trust benchmarks favourably against peers. 
 
EQIA – Equality Impact Assessment  
This report specifically identifies areas where colleagues living with a disability and colleagues from an 
ethnic minority background have a less favourable experience than others. The associated action 
plans seek to address areas of inequality.  
 

Fit with strategic objective 
Population Patients People Partnership Progressing 

X X X X X 

Recommendation  
The People Committee are asked to: 
· Discuss, comment and approve the 2022 WRES and WDES data  
· Recommend the data and action plans for external publication  
· Discuss the progress and changes in data when compared to the 2021 reports.  

 



 

Workforce Disability Equality Standard 

 

1.0. Introduction to Workforce Disability Equality Standard  
 

The Workforce Disability Equality Standard (WDES) was introduced through the NHS 
Standard Contract and represents a crucial initiative that seeks to improve the experience of 
colleagues living with a disability. 

As at 31st March 2022, a total of 3250 colleagues were employed by Airedale NHS 
Foundation Trust. Of these, 2756 (84.80%) have not declared a disability and 101 (3.11%) 
have declared a disability through monitoring on ESR. The status of the remaining 393 
(12.09%) colleagues is unknown/null. 

When compared to 31st March 2021, the total number of colleagues declaring a disability has 
increased from 89 (2.80%). Colleagues declaring their disability status has been a key focus 
of the Enable network over the last 12 months.  

 

 

2.0. Metrics 
 

There are ten WDES metrics; 

· Three metrics on workforce data; 
· Five based on the questions from the national NHS Staff Survey  
· One on disability representation on Boards 
· One metric focuses on the voices of disabled people 

Disability Group Headcount % 
Not-Disabled 2756 84.80 
Disabled 101 3.11 
Disability unknown/null 393 12.09 
Total 3250 100.00 



 

Metric 1 - Percentage of staff in AfC pay bands or medical and dental subgroups and Very Senior Manager (including executive 
Board members) compared with the percentage of staff in the overall workforce.  

As shown in the tables below, as of 31st March 2022, 3.45% of non-clinical staff and 3.02% of clinical staff declared a disability. 

 Non-Clinical Staff 

Band Disabled % 

Average 
Disabled 

across the 
workforce 

% Difference Not-Disabled 
% 

Disability 
Unknown % 

Band % of 
non-clinical 
workforce 

Other 0.00% 3.45% 0.00% 0.00% 0.00% 0.00% 
Bands 1 - 4 3.70% 3.45% 0.25% 83.91% 12.39% 68.97% 
Bands 5 - 7 3.68% 3.45% 0.23% 91.18% 5.15% 20.39% 
Bands 8a-8b 2.22% 3.45% -1.23% 91.11% 6.67% 6.75% 
Bands 8c-9 & VSM 0.00% 3.45% -3.45% 88.46% 11.54% 3.90% 

 Clinical Staff 

Band Disabled % 

Average 
Disabled 

across the 
workforce 

% Difference Not-Disabled 
% 

Disability 
Unknown % 

Band % of 
non-clinical 
workforce 

Other 0.00% 3.02% 0.00% 0.00% 0.00% 0.00% 
Bands 1 - 4 2.96% 3.02% -0.06% 86.42% 10.62% 31.36% 
Bands 5 - 7 2.83% 3.02% -0.19% 83.78% 13.39% 49.17% 
Bands 8a-8b 3.96% 3.02% 0.94% 85.15% 10.89% 3.91% 
Bands 8c-9 & VSM 0.00% 3.02% -3.02% 82.61% 17.39% 0.89% 
Medical: Consultants 2.84% 3.02% -0.18% 70.21% 26.95% 5.46% 
Medical: Non-Consultant Career Grades 0.00% 3.02% -3.02% 86.67% 13.33% 3.48% 
Medical: Trainee Grades 6.90% 3.02% 3.88% 91.72% 1.38% 5.61% 

 



 

Non-Clinical staff by disability group: March 2022  

 



 

Clinical staff by disability group: March 2022  

 



 

 

Metric 2 – Relative likelihood of Disabled staff compared to Non-Disabled staff being 
appointed from shortlisting across all posts  

For the reporting period 1 April 2021 to 31 March 2022, the results were as follows: 

Disability 
Group 

Number of Shortlisted Applicants 
(headcount) 

Number appointed from 
shortlisting (headcount) 

Not-Disabled 3019 685 
Disabled 179 39 
Not stated 317 176 
Total 3515 900 

 

Relative likelihood is calculated as follows:  

Likelihood of non-disabled staff being appointed from shortlisting (685/3019) = 0.227 

Likelihood of Disabled staff being appointed from shortlisting (39/179) = 0.218 

The relative likelihood of non-disabled staff being appointed from shortlisting compared to 
Disabled staff is therefore 0.227/0.218 = 1.04 

The data submitted for 2020-22 showed the relative likelihood of non-disabled staff being 
appointed from shortlisting compared to Disabled staff was 0.36 

A relative likelihood above 1 indicates that non-disabled applicants are more likely to be 
appointed from shortlisting compared to Disabled applicants. 

Metric 3 – Relative likelihood of Disabled staff compared to non-disabled staff 
entering the formal capability process, as measured by entry into the formal capability 
procedure - based on a two year rolling period 1 April 2020 – 31 March 2022 

Disability 
Group 

Average Number of staff 
entering the formal 

capability process over 
the last 2 years for any 

reason 

Average Number of staff 
entering formal 

capability process on the 
grounds of ill health over 

the last 2 years 

Number in workforce 

Not-Disabled 2.5 1.5 2756 
Disabled 1 0.5 101 
Not stated 2 2 393 
Total 5.5 4 3250 
Likelihood of non-disabled staff entering the formal capability process – excluding ill health 
(1.5/2756) = 0.000544 

Likelihood of Disabled staff entering the formal capability process – excluding ill health 
(0.5/101) = 0.004950 

The relative likelihood of Disabled staff entering the formal capability (excluding ill health) 
process compared to non-disabled staff is therefore 0.004950/0.000544= 9.09 

The data submitted for 2018-20 showed the relative likelihood of disabled staff entering the 
formal capability (including ill health) process compared to white staff was 5.96 

A relative likelihood of above 1 indicates that Disabled staff are more likely to enter formal 
capability processes compared to non-disabled staff 



 

 

Metrics 4, 5, 6, 7, 8, 9a – source: NHS national Staff Survey  

      

31-Mar-
21 

(2020 
Survey) 

31-Mar-
22 

(2021 
Survey) 

Metric 4a (i)  

Percentage of Disabled staff compared to non-
disabled staff experiencing harassment, bullying 
or abuse from patient/service users, their 
relatives or other members of the public. 

Not-
Disabled 17.9% 18.5% 

Disabled 26.7% 27.2% 

Metric 4a (ii)  
Percentage of Disabled staff compared to non-
disabled staff experiencing harassment, bullying 
or abuse from Managers. 

Not-
Disabled 9.4% 6.4% 

Disabled 15.5% 19.1% 

Metric 4a 
(iii)  

Percentage of Disabled staff compared to non-
disabled staff experiencing harassment, bullying 
or abuse from other colleagues. 

Not-
Disabled 16.1% 13.6% 

Disabled 18.9% 29.2% 

Metric 4b 

Percentage of Disabled staff compared to non-
disabled staff saying the last time they 
experienced harassment, bullying or abuse at 
work, they or a colleague reported it. 

Not-
Disabled 44.1% 49.1% 

Disabled 49.4% 47.0% 

* Metric 5 

Percentage of Disabled staff compared to non-
disabled staff believing that the Trust provides 
equal opportunities for career progression or 
promotion. 

Not-
Disabled 60.2% 64.4% 

Disabled 54.5% 50.8% 

Metric 6 

Percentage of Disabled staff compared to non-
disabled staff saying that they have felt 
pressure from their manager to come to work, 
despite not feeling well enough to perform their 
duties. 

Not-
Disabled 23.3% 20.9% 

Disabled 32.5% 34.2% 

Metric 7 

Percentage of Disabled staff compared to non-
disabled staff saying that they are satisfied with 
the extent of which their organisation values 
their work. 

Not-
Disabled 52.5% 50.2% 

Disabled 44.1% 34.7% 

Metric 8 
 

Percentage of Disabled staff saying that their 
employer has made adequate adjustment(s) to 
enable them to carry out their work. 

   

Disabled 74.8% 74.6% 

Metric 9a 
The staff engagement score for Disabled staff, 
compared to non-disabled staff and the overall 
engagement score of the organisation. 

Not-
Disabled 7.3 7.2 

Disabled 6.9 6.7 

Overall 
Organisation 7.3 7.1 

.*Please note: The approach to calculating results for Q15 of the National Staff Survey has changed 
for 2021, to include ‘don’t know’ responses. These results feed into the WDES indicator Metric 5. 



 

 

2020 survey results have been re-calculated. 
 

Metric 9b – Has your Trust taken action to facilitate the voices of Disabled staff in 
your organisation to be heard? 

The Trust has an established Enable network championing colleagues living with a disability. 
This network reports directly into the Trust’s Inclusion Group and as part of this group shares 
the lived experience and voices of disabled colleagues.  

In addition the Trust extended the scope of reciprocal mentoring schemes to colleagues from 
the Enable network, this allowed colleagues to be matched with learning partners at board 
level, this has provided further opportunity for colleagues to share experiences to influence 
key decisions.   

Metric 10 – Percentage difference between the organisation’s Board voting 
membership and its organisation’s overall workforce, disaggregated:  

· By Voting membership of the Board 
· By Executive membership of the Board 

As at 31st March 2022, the Trust had 3.11% Disabled workforce and 0 of its 12 (0%), voting 
members on the Board had a declared disability. The percentage difference between the 
organisations’ Board voting membership and its overall workforce was -3.11%.  
 
As at 31st March 2022, the Trust had 3.11% Disabled workforce and 0 of its 7 (0%), 
Executive members on the Board had a declared disability. The percentage difference 
between the organisations’ Board Executive membership and its overall workforce was -
3.11%.  
 
  



 

 

Workforce Race Equality Standard 

3.0. Introduction to the Workforce Race Equality Standard   
 

The Workforce Race Equality Standard (WRES) was introduced through the NHS Standard 
Contract and represents a crucial initiative that seeks to improve the experience of 
colleagues from an ethnic minority background. 

As at 31st March 2022, a total of 3250 colleagues were employed by Airedale NHS 
Foundation Trust. Of these, 694 (21.35%) were from an ethnic minority background and 
2505 (77.08%) were white. The ethnicity of the remaining 51 (1.57%) colleagues is not 
recorded.  

When compared to 31st March 2021, the total number of colleagues from an ethnic minority 
background has increased from 587 (18.45%).  

Ethnic Group Headcount % 
Ethnic Minorities  694 21.35 
White 2505 77.08 
Not stated 51 1.57 
Total 3250 100.00 

 

 

 

  

 

 



 

 

4.0. Data  
 

Indicator 1 - Percentage of Non-Clinical/Clinical staff in each of the AfC Bands 1-9 and VSM (including executive Board members) 
compared with the percentage of staff in the overall workforce.  

As shown in the table below, as of March 2022, 9% of non-clinical staff and 24% of clinical staff of known ethnicity were from ethnic minorities.   

 



 

 

Non-Clinical staff by ethnicity: March 2022  

 



 

 

Clinical staff by ethnicity: March 2022 

 



 

 

Indicator 2 – Relative likelihood of staff being appointed from shortlisting across all posts  

For the reporting period 1 April 2021 to 31 March 2022, the results were as follows: 

Ethnic Group 
Number of Shortlisted Applicants 

(headcount) 
Number appointed from 
shortlisting (headcount) 

White 1914 553 
Ethnic 
minorities  1284 176 
Not stated 317 171 
Total 3515 900 

 

Relative likelihood is calculated as follows: 

Likelihood of white staff being appointed from shortlisting (553/1914) = 0.29 

Likelihood of applicants from an ethnic minority background being appointed from shortlisting 
(176/1284) = 0.14 

The relative likelihood of white staff being appointed from shortlisting compared to applicants from 
an ethnic minority background staff is therefore 0.29/0.14 = 2.07 

The data submitted for 2020-21 showed the relative likelihood of white staff being appointed from 
shortlisting compared to applicants from an ethnic minority background was 2.30 

A relative likelihood above 1 indicates that white applicants are more likely to be appointed from 
shortlisting compared to applicants from an ethnic minority background. 

Indicator 3 – Relative likelihood of colleagues from an ethnic minority background entering 
the formal disciplinary process, compared to that of white colleagues entering the formal 
disciplinary process, as measured by entry into a formal disciplinary investigation - based 
on the period 1 April 2021 – 31 March 2022 (Previously reported over a 2 year period) 

Ethnic Group Number of Disciplinaries Number in workforce 

White 10 2505 
Ethnic 
minorities  4 694 
Not stated 1 51 
Total 15 3250 

 

Likelihood of white staff entering the formal disciplinary process (10/2505)= 0.003992 

Likelihood of colleagues from an ethnic minority background entering the formal disciplinary 
process (4/694)= 0.0057636 

The relative likelihood of colleagues from an ethnic minority background entering the formal 
disciplinary process compared to white staff is therefore 0.0057636/0.003992= 1.44  

The data submitted for 2019-21 showed the relative likelihood of colleagues from an ethnicity 
background entering the formal disciplinary process compared to white staff was 1.08  



 

 

A relative likelihood above 1 indicates that colleagues from an ethnic minority background are 
more likely to enter a formal disciplinary process than white staff. 

Indicator 4 – Relative likelihood of staff accessing non-mandatory training and CPD 

For the reporting period 1 April 2021 to 31 March 2022, the results were as follows: 

Ethnic Group 
Number of staff accessing non-

mandatory training 
Number in workforce 

White 473 2505 
Ethnic 
minorities  247 694 
Not stated 6 51 
Total 726 3250 

 

Likelihood of white staff accessing non-mandatory training (473/2505) = 0.19 

Likelihood of colleagues from an ethnicity background accessing non-mandatory training (247/694) 
= 0.36 

The relative likelihood of white staff accessing non-mandatory training compared to colleagues 
from an ethnic minority background is therefore 0.19/0.36 = 0.53 

The data submitted for 2020-21 showed the relative likelihood of white staff accessing non-
mandatory training compared to colleagues from an ethnic minority background was 0.57 

A figure below 1 would indicate that white staff are less likely to access non-mandatory training and 
CPD than colleagues from an ethnic minority background. 
 

Indicators 5, 6, 7 and 8 – Source: NHS Staff Survey  

      
31-Mar-21 

(2020 Survey) 
31-Mar-22 (2021 

Survey) 

Indicator 5 

Percentage of staff experiencing harassment, 
bullying or abuse from patients, relatives or 
the public in the last 12 months 

White 19.2% 20.2% 

  

Ethnic 
minori

ties  
17.6% 21.8% 

Indicator 6 

Percentage of staff experiencing harassment, 
bullying or abuse from staff in the last 12 
months 

White 20.9% 19.6% 

  

Ethnic 
minori

ties 
25.5% 27.4% 

*Indicator 7 

Percentage of staff believing that the 
organisation provides equal opportunities for 
career progression or promotion 

White 62.0% 63.2% 



 

 

  

Ethnic 
minori

ties 
36.4% 49.4% 

Indicator 8 

In the last 12 months have you personally 
experienced discrimination at work from 
manager/team leader or other colleagues? 

White 4.9% 4.7% 

  

Ethnic 
minori

ties 
14.6% 19.6% 

*Please note: The approach to calculating results for Q15 of the National Staff Survey has changed for 2021, 
to include ‘don’t know’ responses. These results feed into the WRES indicator 7. 2020 survey results have 
been re-calculated. 
 

Indicator 9 – Percentage difference between the organisations Board voting membership 
and the organisations Board executive membership and its overall workforce (comparing 
the difference in percentage of colleagues from an ethnic minority background). 

In March 2022, the Trust had 21.35% colleagues from an ethnic minority background and 1 of its 
12 (8.33%), voting members on the Board was of an ethnic minority background. The percentage 
difference between the organisations’ Board voting membership and its overall workforce was -
13.02%. 
 
In March 2022, the Trust had 21.35% colleagues from an ethnic minority background and 0 of its 8 
(0%), executive members on the Board was of an ethnic minority background. The percentage 
difference between the organisations’ Board executive membership and its overall workforce was -
21.35%.  
 
5.0. Conclusions 

 
The WRES and WDES metrics are designed to identify areas where colleagues living with a 
disability and colleagues from an ethnic minority background have a less favourable experience 
across the Trust.  
 
Whilst progress is identified in some areas there are still inequalities which require further work. 
The associated action plans included as appendix A (WRES) and appendix B (WDES). The action 
plans are recognised as requiring a long-term strategic focus to measure benefits and impact. 
Therefore, many of the actions remain work in progress.  

These action plans are managed through the relevant colleague inclusion network. There is a 
requirement for action plans to be published externally in September 2022, prior to the deadline 
engagement with the networks will take place supported by the People and Organisational 
Development Team to finalise. 

6.0. Recommendations 
 

The People Committee are asked to: 

· Discuss, comment, and approve the 2022 WRES and WDES data.  
· Recommend the data and action plans for external publication.  



 

 

· Discuss the progress and changes in data when compared to the 2021 reports.  
 

 



Race Equality Network (REN) Revised WRES action Plan July 2022 - 2023
Action 

Point

What area of  the WRES does 

this relate to?

Action Step What needs to be done Responsible person- who 

should action the step 

Start date of this 

task

Deadline-when this 

step should be 

completed 

Necessary resources-who do you need in order to 

compete this step.

1 Recruitment and selection Encourage ethnic minority involvement at all stages of R&S including shortlisting and 

a member of the REN network on recruitment panels where possible. 

This also includes establishing a review of the recruitment and selction policy / 

toolkit / training to embed best practice. 

People and OD 18/07/2022 15/07/2023 Support from POD to ask REN for members to partake in 

interviews.

2 Talent, Retention & Culture Increase access to coaching and mentoring - to support the development of ethnic 

minority staff by increased access to training opportunities this can be via  

- Create opportunities to shadow executive members.

- Reciprocal mentoring scheme 

People and OD 01/08/2021 31/03/2023 - Coaching and mentoring database and ease of access 

to REN members.

- List of executive members that  are available to shadow 

and accessible to REN to share and find a channel to 

promote this.

- a point of contact for REN to liase with the lead of 

reciprocal mentoring and join the REN.

3 Measurement & Impact Share WRES data results with all members of the Trust and across the Partnership; 

to share disparities in experiences/opportunities. At a local level this includes 

sharing with line managers to demonstrate disparate results between REN and 

white staff such as when accessing training opportunities. 

- Monitor if staff can access non-mandatory training 

- Review progress against WRES workplan via the REN and escalate issues as 

necessary via associated governance structure

People and OD, REN 15/07/2022 31/03/2023 - Deputy chair to help go through the data and share out 

the information to the network.

- HR team to share current WRES data in a readable and 

presentable mannner.

4 Experience Establish robust support mechanisms to provide support for ethnic minority 

colleagues going through formal disciplinary processes and when raising concerns. 

Embedded through the people practices action plan and the Resolution Policy.

- REN continues to participate in sharing stories at the people committee and people 

experience group.

- People and OD

- Freedom to Speak Up 

Guardian

- Race Equality Network

15/07/2022 31/04/2023 - Freedom to speak up guardian maintian link with REN 

to signpost to appropraite individual i.e. HR. 

- To involve REN with formal employee relation cases if 

needed. 

- FTSU to share information and training with the REN.

5 Influence Oversee the establishment of EDI champion roles (aligned to the champsion 

approach in the Trust) ensuring the REN are involved in shortlisting and interviewing 

of candidates.

To have input in the role of EDI and the candidate is aware of the role including has 

the appropriate training and knowledge of the role required. Has awareness of 

WRES data and joins the REN network to feedback issues and concerns raised.

- Race Equality Network

- Communications Team

- People and OD

- Freedom to Speak Up 

Guardian.

01/08/2021 31/12/2022 - EDI leads

- Organisational learning

- Divisional board leads

- HR leads

- Inclusion group 

6 Comms and Engagement Re-establish Ethnic Minority Safe Space sessions to discuss how micro inequalities 

and micro aggressions manifest in day to day experiences (separate to network 

meetings).

- Create awareness of the network via a relaunch and create contact cards for staff 

members.

- Create a bi-monthly newsletter to inform REN and all staff members the WRES 

progress work ongoing with the REN.

- Race Equality Network

- Communications Team

- People and OD

- Freedom to Speak Up 

Guardian.

15/07/2022 31/01/2023 -Communications team

- EDI lead

- HR
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Workforce Disability Equality Standard action plan 2022/23 

 

WDES 
Metric 

Objective Action/s Timescales Lead/s Update 
20.07.22 

1 
 

Disabled staff are able to 
declare if they have a 
disability 

All staff communication on disability (including hidden 
disabilities and neuro diverse conditions) to include 
process and benefits of declaring and support 
available across the Trust.  

Ongoing POD and network 
members 

Commenced in 
line with Int Day 
of Disabled 
People 
(3/12/21).  
Communications 
ongoing  

In line with the ESR project plan, support the roll out 
of self service and promote this as a vehicle for people 
to declare their disability status on a confidential basis 

Ongoing POD Team Self-declaration 
promoted & 
part of ongoing 
comms plan. 

1 Further increasing the 
number of colleagues 
declaring their disability 
status, with the ambition to 
achieve 100%  

Complete a data cleanse exercise, either paper based 
or through self-service.   

Ongoing 
 
 
 

POD and network 
members 

Self declaration 
promoted & 
part of ongoing 
comms plan. 

To check that the TRAC recruitment system integrates 
into ESR for those who have declared a disability on 
application.  To also check how information from 
Employee Health & Wellbeing regarding fitness to 
work with adjustments is populated in ESR. 

September 2022 POD and network 
members 

 

1 
 

Increase representation of 
the disabled workforce 

Continue to work in partnership with Keighley college 
to deliver the supported interns programme, consider 
September 2022 cohort 

September 2022 OLI Team 3 New intake 
started- 
placements in 
Admin, 
Gardening and 
the volunteer 
shops, 
2 interns into 
permanent roles 



 

WDES Annual Report 2022 

WDES 
Metric 

Objective Action/s Timescales Lead/s Update 
20.07.22 

in SSD and 
Therapy Admin 

2 Review recruitment data to 
understand areas for 
development in current 
processes 

Review of the effectiveness of the Trust’s Guaranteed 
Interview Scheme as part of the Disability Confident 
Employer standard. 
 
Data exploration relating to: 
 

· candidates with a disability through the 
shortlisting process and also the initial 
application – if possible compared to population 
data 

· reasonable adjustments through recruitment 
stages 

· recruitment of Board and senior leaders 
 
Consideration of using skill set rather than 
qualification during the recruitment process. 
 
Review the manager skills training relating to disability 
and the recruitment process 
 
Link in with other Trusts in our locality to consider 
their approach to recruitment. 

December 2022 Resourcing 
Team/network 
members 

 

3 
 

Improve the likelihood of 
disabled staff compared to 
non-disabled staff entering 
the formal capability 
process 
 

Review of the Trust’s Performance Capability Policy 
and Procedure.  
 

September 2022 OLI Team / POD 
and network 
members 

Policy under 
development 
and to be 
considered for 
comment by 
Enable. 
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WDES 
Metric 

Objective Action/s Timescales Lead/s Update 
20.07.22 

Seek assurance around the 
fairness of capability 
processes, always asking the 
question around hidden 
disabilities and neurodiverse 
conditions 

Review of capability cases to explore potential hidden 
disabilities or neuro diverse conditions at early stages 

Ongoing People Practices 
Team 

Complete. 
Built into 
current process 
possibility of 
disability/neuro 
diverse 
conditions 

4 
 

Improve the experience of 
disabled staff regarding 
harassment, bullying or 
abuse from patients, 
relatives or the public in the 
last 12 months 
 

Review of the Dignity at Work Policy (being refocused 
into a Resolution Policy), supported by the Enable 
network  

September 2022 People Practices 
Team and network 
members 

Policy under 
development 
and to be 
considered for 
comment by 
Enable. 

Link in with the Trust’s Freedom to Speak Up Guardian 
to understand concerns raised by colleagues with 
disabilities and what actions are required as a result to 
encourage colleagues to share their experiences  
 

August 2022 People Practices 
Team 

Links made.  
Data currently 
being reviewed.   

Establish a communications plan to share people 
stories and celebrate working at Airedale with a 
disability or neurodiverse condition 

Ongoing PALs, Staff 
Experience Sub 
Group and 
Network members 

A number of 
people stories 
have been 
shared.  Part of 
ongoing comms 
plan and 
widening 
participation of 
Enable network.  
Dedicated 
Enable network 
email address 
and promotional 
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WDES 
Metric 

Objective Action/s Timescales Lead/s Update 
20.07.22 

material now 
available. 

 
5 

Equal treatment of disabled 
staff in respect of career 
progression or promotion 

Support further cohorts of reciprocal mentoring 
scheme to include disabled colleagues 
 

December 2022 Network Members Complete.   

Consider career conversations as part of the PDR 
process, talent management, succession planning and 
apprenticeship opportunities including higher level 
apprenticeships 

September 2022 OLI and People 
Practices Teams 
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Improve the experience of 
staff feeling pressured to 
come to work when not 
feeling well enough and that 
reasonable adjustments are 
made when they are at 
work 

Evaluation and ongoing promotion of the Reasonable 
Adjustments Guidance and Toolkit including 
Adjustment Passports. 
 

February 2023 OLI, People 
Practices & Health 
& Wellbeing Team 
and network 
members 

Complete.  
Launched & 
rolled out.  Part 
of ongoing 
comms plan. 

To include awareness of variability of disabilities as 
part of the Manager Skills training programme 

August 2022 and 
ongoing 

OLI, People 
Practices & Health 
& Wellbeing 
Teams and 
network members 

Disability & 
reasonable 
adjustments 
training rollout 
ongoing.  
Considering 
programme of 
awareness 
raising of 
specific 
disabilities led 
by colleagues 
affected.  
Enquiries also 
being made with 
Autism Plus, EDI 
and HEE. 



 

WDES Annual Report 2022 

WDES 
Metric 

Objective Action/s Timescales Lead/s Update 
20.07.22 

Promotion of wellbeing conversations across the Trust 
as a mechanism for colleagues with a disability to 
voice concerns.  

Ongoing People Practices, 
Health & 
Wellbeing & OLI 
Teams 

Ongoing.  
Wellbeing 
conversations 
launched with 
accompanying 
guidance.  
National training 
also available.  
Potential for e-
learning being 
investigated. 

7 
 

Improve the experience of 
disabled staff to ensure they 
feel satisfied with the extent 
of which their organisation 
values their work 
 

Review PDR completion data to understand whether 
colleagues with disabilities are having appraisal 
conversations with line managers 

September 2022 OLI Team/ 
Resourcing Team 

 

Consider opportunities for recognition and value 
added to the organisation of those with disabilities 
and / or neuro diverse conditions. 

September 2022 People Practices 
Team & Network 
members 

 

9 
 

The voice of the Trust’s 
Disabled workforce is heard 
and actions are taken to 
address issues  

Expand and promote the Enable network.  Review 
new starter and induction material regarding 
declaration and support available across the Trust.   

December 2022 POD and network 
members 

Network 
rebranded to 
Enable.  Links 
being made with 
recruitment & 
OLI.  Dedicated 
Enable network 
email address 
now available. 

Create a comms plan to promote support available, 
declarations, you said we did, people stories and other 
celebrations 

May 2022 People Practices 
team, comms 
team & network 
members 

Complete. 
Comms ongoing. 
Planning Act as 
One 
collaboration in 
Dec 22 
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WDES 
Metric 

Objective Action/s Timescales Lead/s Update 
20.07.22 

incorporating 
Int. Day of 
Disabled People. 

Consider representation of a colleague with a 
disability or neuro diverse condition attending Board 
and delegated meetings, NED and Governors meetings 
and other high level committees 

December 2022 Network members  

 



 

 
 

Date of Meeting: Tuesday 29 March 2022 

Meeting:  People Committee       Item 9  

Title of report:  Gender Pay Gap Report 2021  

Author: Alexis Brown, Head of People Practices  

Previous Forums: None 

Purpose of the Report 
Gender Pay Gap (GPG) reporting legislation requires employers with 250 or more employees to 
publish statutory calculations every year detailing the gender pay gap. This report provides the data 
for the Trust across the required six domains as at March 2021, the required publication deadline is 
30th March. In addition, suggested actions to reduce the GPG are included in this paper with oversight 
in the Inclusion Group.  
Key Points to Note  
The Trusts mean gender pay gap, based on hourly rate of pay, is 30.33% and the median rate of pay 
is 27.61%.  This means that on average women’s pay is 30.33% lower than males across the 
organisation. The national mean average gender pay gap for the public sector is 14.09%. 
 
The figure for the median pay gap is usually considered to be more representative of gender pay gap 
across the workforce, for Airedale this has increased from 26.9% in 2020 to 27.61% in 2021. 
 
The largest factor attributing to the high GPG is the medical and dental workforce where there are a 
high proportion of highly paid male employees (consultants) in comparison to the overall male 
workforce of the Trust. 
 
A number of actions have been identified in the Gender Pay Gap Report which will continue to support 
in addressing the gender pay gap, including: 

• Further training for staff 
• Review the outcomes of recruitment processes 
• Flexible working 
• Management of Clinical Excellence Awards 
• Consider Impact for Medical Workforce 
• Development of the Gender Staff Network 

 
People Committee members are asked to review the content and approve for publication the data and 
actions for the Trust. 
EQIA – Equality Impact Assessment  

This report forms a part of the Trust’s overall approach to inclusion, highlighting areas where there is a 
potential equality impact related to gender suggesting areas where improvements can be made.  

Fit with strategic objective Population Patients People Partnership Progressing 



 

 
 

 

 X X  X 

Recommendation  
The People Committee are asked to: 

a) Review and discuss the content of this report 
b) Identify any additional areas of focus or actions not already documented 
c) Approve the publication of this report on the Trust and Government website as delegated by 

the Trust Board. 
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Gender Pay Gap Report  
(Airedale NHS Foundation Trust - 31 March 2021 snapshot)  
 
1.0 Introduction 
 
Gender Pay Gap (GPG) reporting legislation requires employers with 250 or more employees to 
publish statutory calculations every year showing how large the pay gap is between male and 
female employees.  
 
It is important to highlight the difference between equal pay and gender pay gap. Equal pay 
deals with the pay differences between men and women who carry out the same jobs, 
similar jobs or work of equal value. It is unlawful to pay people unequally because they are a 
man or a woman. The gender pay gap shows the difference in the average pay between all 
men and women in a workforce. It is entirely possible to have a significant gender pay gap 
whilst having complete pay equality. 
 
The GPG results for the year ending 31st March 2021 must be published on the Trusts own 
website and submitted nationally by 30th March 2022.   
 
 
2.0 Reporting requirements 
 
For the purposes of gender pay reporting, the definition of who is included as an employee is 
defined in the Equality Act 2010.  This is known as an ‘extended’ definition which includes:  
 
• employment under a contract of employment, a contract of apprenticeship or a contract 
personally to do work 
 
All employees of Airedale NHS Foundation Trust who were employed and on full pay on the 
snapshot date (31st March 2021) are included.  Bank staff who worked a shift on that date are 
also included.  For Consultants we include within ‘pay’ those payments made for Additional 
Programmed Activities (APA’s), as well as Clinical Excellence Awards (CEA’s).    
 
Employees who are on half or nil absence or maternity leave, hosted staff and agency staff are 
not included. 
 
In line with the guidance, earnings in the GPG calculations do not include: Overtime pay, 
Redundancy or termination pay, pay in lieu of annual leave, Interest free loans, expenses and 
reduced pay leave. 
 
It is important for the Trust to be sensitive to how an employee chooses to self-identify in terms 
of their gender. The Trust has based our reporting on the gender identification an employee has 
provided.  In cases where an employee does not self-identify as either gender, the Trust has 
omitted the individual from the calculations.  
 
3.0 The Gender Pay Gap Data  
 
The Trust is required to report annually on the gender pay gap in six different ways:  
 

• the mean gender pay gap;  
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• the median gender pay gap; 

• the mean gender bonus gap;  

• the median gender bonus gap; 

• the proportion of men and women who received bonuses; and  

• the number of men and women according to quartile pay bands  

 
The gender pay gap shows the difference in average earnings between all male full-pay relevant 
employees and all female full-pay relevant employees in the organisation.  
 
The employee’s eligible for inclusion in the report as at the 31st March 2021 was 3314 (The 
report will include anyone who received payment in March so it may include some staff who are 
receiving full pay whilst on maternity/adoption leave).  The workforce gender split at the time was 
as follows, female – 2724 (82.20%), male – 590 (17.80%).   
 
There has been a total workforce increase since the previous year of reporting as at 31st March 
2019 where the total workforce was 3129.  The workforce gender split for the previous year of 
reporting was as follows female – 2562 (81.8%), male – 567 (18.1%). The difference in gender 
shows an increase in both the female and male workforce with females increasing by 6.3% and 
males increasing by 4.1% against the total workforce. 
 
It is a common theme for Acute Trusts that Medical and Dental staff have a substantial impact 
on the Trusts Gender Pay Gap, as individuals in this staff group tend to be paid higher salaries 
than other staff groups.  
 
The Trust employs 55 female consultants and 94 male consultants, because the Trust employs 
fewer men overall, the number of male consultants as a proportion of the overall male workforce 
is 15.93% and 2.84% of the overall workforce. Compared to female consultants who make up 
2.02% of the overall Female workforce and 1.65% of the overall workforce.   
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3.1 Mean and Median Gender Pay Gap  
 
The below table provides the GPG reporting information with appropriate comparisons to 
previous years. 
 

 2018 Women’s 
earnings are: 

2019 Women’s 
earnings are: 

2020 Women’s 
earnings are: 

2021 Women’s 
earning are: 

Progress 
from 2020 
to 2021 

Mean gender pay  
gap in hourly pay 

37.1% lower 34.81% lower 33.3% lower 30.33% lower  

Median gender pay  
gap in hourly pay 

22.8% lower 24.6% lower 26.9% lower 27.61% lower  

Difference in mean  
bonus payments 

32.0% lower 21.3% lower 18.9% lower 20.85% lower  

Difference in 
median  
bonus payments 

33.3% lower 33.3% lower 38.9% lower 33.89% lower  

 
The data shows that the mean GPG has positively reduced from the previous year, one of 
the reasons for this is due to an increase in overall employed females across GPG 
quartiles.  The median GPG has increased due to an increase in the number of males in 
the upper quartile.   
  
3.2 Pay Gap by Hourly Rate 
 
In order to further understand the factors driving the overall GPG, the below chart provides 
further analysis on the mean and median hourly rate of males compared to females.  
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3.3 Gender Pay Gap by Quartile  
The table and graph below show the GPG by quartile for male and female employees as well as 
the gender split in each of these quartiles.  

 
 
  Male Female 

Total Quartile Headcount % Headcount 
Mean 
(Average) 
Hourly Pay 

Headcount % Headcount 
Mean 
(Average) 
Hourly 
Pay 

Lower 94 11.35% £9.86 734 88.65% £10.00 828 
Lower Middle 108 13.03% £12.63 721 86.97% £12.87 829 
Upper Middle 117 14.13% £17.95 711 85.87% £17.74 828 
Upper 271 32.69% £34.95 558 67.31% £27.54 829 
Total 590 17.80% £23.50 2724 82.80% £16.37 3314 
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Quartile Ranges 
Lower = £4.11 to £10.98 per hour.   
Lower Middle = £10.98 to £15.35 per hour.   
Upper Middle = £15.37 to £20.60 per hour.  
Upper = £20.60 to £150.00 (bank ratea are included) per hour.   
 
 
The Trust has an overall gender split of 82.20% female and 17.80% male.  Compared to the 
overall gender split for the Trust there is a disproprotionate number of males, 32.69%in the 
higher paid quartile (quartile 4) and only 67.31% female.  This is a contributing factor to 
Airedale’s GPG. Further analysis shows: 

• The table and graph above show that in quartile 1 – Lower, female employees are paid more 
than male employees giving a gender pay gap of -1.42% or -£0.14p.  

• In quartile 2 – lower middle, male employees are paid less than female employees giving a 
gender pay gap of -1.90% or -£0.24p.   

• In quartile 3 – upper middle, male employees are paid slightly more than female employees 
giving a gender pay gap of 1.17% of £0.21p.   

• In quartile 4 – upper, the gender pay increases to 21.20% or £7.41.   
 

It is important to reference section 3.0 above where the impact of the medical workforce is 
detailed, signalling a higher proportion of male consultants overall, despite a total of 9 new 
Consultants joining the Trust in the last 12 months, 6 of whom were female.  

 

3.4 Mean and Median Bonus Pay Gap  

The below table provides data on the number of colleagues receiving a bonus which has 
decreased from the previous year’s bonus pay which was for males and females 7% and 0.9% 
respectively. Bonus gap information is also shown.  
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Gender 

Mean  
(average) 
Yearly 
Bonus Pay 

Median  
(mid-point) 
Yearly 
Bonus Pay 

% Receiving 
Bonus 

Male £9,612.55 £9,048.00 4.85% 
Female £7,608.67 £5,981.77 0.76% 
£s difference £2,003.88 £3,066.23  
% difference 20.85% 33.89%  

 

 

 

 

Bonus pay only includes Consultants Clinical Excellence Awards (CEAs) and discretionary 
points. As the awards for 2021 were distributed evenly the gap is driven by historic consolidated 
CEA payments and national awards.  
 
The median bonus pay gap has decreased from the previous year which was 38.89%, there is a 
upward trajectory in the mean bonus pay gap of 20.85% for 2021 compared to 19% for 2020. 
21% in 2019 and 32% in 2018.   
 
The distribution of CEA awards over the last three years can be seen below: 
 
Year Male Female 
2019 65 40 
2020 66 42 
2021 62  45 

 
 
4.0 Conclusion 
 
Airedale is typical of most NHS Trust’s, in that it has a higher number of females than males in 
its workforce – of the 3314 employees counted as part of the gender pay gap reporting, 2724 
were female compared to 590 male.  
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The figure for the median pay gap is usually considered to be more representative of gender pay 
gap across the workforce, this has increased from 26.9% in 2020 to 27.61% in 2021. However 
there has been a reduction in the mean GPG from 33.3% in 2020 30.33% in 2021.  
 
The mean gender pay gap for the whole of the Public Sector economy is 14.09% (ONS at 
October 2021).  At 30.33% the Trust’s mean gender pay gap is therefore, above that for the 
wider public sector. A comparison with other NHS Trusts can be undertaken when data is 
published externally.  
 
In considering the quartile figures earlier in this report the chart shows that there are a higher 
proportionate percentage of males in the upper quartile than in the others when compared to the 
overall male headcount.  This is the main contributing factor in the overall gender pay gap. 
 
The Trust must also take into account that the pay of medical and dental colleagues has a 
significant contributing factor to the gender pay gap, which is seen across other acute providers 
in comparison.  Medical and dental employees account for 21.19% of the GPG as a result of the 
higher proportion of males in Consultant and higher paid medical roles.  
 
The Bonus pay gap is also driven by the higher proportion of males in receipt of CEA’s as well 
as the fact they are in receipt of the high-level CEA’s.   
 
5.0 Reducing the Gender Pay Gap 
 
The Trust is committed to being an inclusive employer and taking positive steps to reduce the 
pay gap on a continual basis. A refreshed approach to addressing the gap is now being 
reviewed through the gender network. 
 
The Trust has a Gender Staff Network made up of a diverse range of staff representatives 
including medical colleagues.  The Trust also supports an Inclusion Group which is a sub-
committee of the People Committee. These groups will be asked to focus on the following 
actions: 
 
Further training for staff focused around recruitment  
 
Enhanced training will be developed and delivered to raise awareness of the potential for bias 
and individuals responsibilities under the Equality Act 2010.  This will also include the promotion 
of fair and non-discriminatory people practices.  The HR Business Partner Team are refreshing 
the manager skills training aligned with the Trust’s People Strategy for 2022/23 and the training 
will sit side by side to the leadership development programme, incorporating inclusion as a 
golden thread into its content.  
 
Flexible working 
 
We recognise the importance of flexible working to all staff groups and particularly those with 
caring responsibilities, male and female. The Trust will be reviewing the commitment for 
‘flexibility from day one’ as outlined in the NHS People Plan this ongoing piece of work will need 
to be developed during 2022/23.  This approach will also support the attraction of females into 
leadership positions and those that are less than full time across the Trust. 
 
Management of Clinical Excellence Awards 
 
In collaboration with members of our JLNC and Gender Staff Network we will review the CEA 
process and discuss innovative ways to address any barriers women may have in applying for 
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CEAs. There is continued commitment across the Trust support those who work less than full 
time, who now receive a full award in line with other colleagues.   
 
Impact for Medical Workforce 
 
The Gender Staff Network will receive further detail on the medical gender pay gap and discuss 
a plan on how they wish to address certain aspects, including access to training, CEAs, flexible 
working arrangements, ability to access leadership position and a consultant mentorship 
programme.   
 
Gender Staff Network 
 
There will be a focus in helping the continued development of the gender network including 
developing a clear structure and terms of reference for the group. This will be supported through 
the appointment of a formal chair enabling the work of the group to have clear focus and 
direction. 
 
6.0 Recommendations 

The People Committee are asked to  

a) Review and discuss the content of this report 
b) Identify any additional areas of focus or actions not already documented 
c) Approve the publication of this report on the Trust and Government website as delegated 

by the Trust Board. 
 

 

 



  
 

 
           

 
 
 

Name of 
Meeting: 

Quality & Safety Committee 
 

Date of 
Meeting: 

24th May 2022 
 

Prepared by: Dr Andy Withers, Chair of Committee/Non-Executive Director 
 

 
Key Highlights from the meeting 

 Highlight  RAG Rating 
1. The Committee received the Surgery Divisional Progress report on Quality 

Priorities. QSC noted the top priorities were Elective Recovery, high quality 
timely response to complaints and the deployment of the Critical Care Outreach 
Team (CCOT). Recruitment is a risk to elective recovery especially anaesthetists 
and ODPs. The challenge of the Waste Reduction programme was noted but 
EQIA is being used to assess the impact of any proposed changes. 

High 
assurance 

2. An update on the Quality & Safety Strategy was presented. The environment 
has changed significantly since its original publication in 2020 (Covid & 
Ockendon) and a review was supported. QSC requested consideration was given 
to how our QI strategy is articulated in the document, alignment of Divisional & 
Organisational Strategies and the integration of the National Patient Safety 
Strategy into to the Trust Q&S Strategy. The revised strategy will be discussed in 
the September meeting. 

High 
assurance 

 
Assurances gained at the meeting 

 Assurance RAG Rating 
1. QSC received the Maternity update which included Ockenden response, 

CNST, PMRT & quality metrics.  
Ockenden. National guidance is that the focus of the Trust response to the 
Ockenden report should continue to be on the 7 IEAs from the earlier report. 
There has been no significant progress since last month but the audits are 
expected to be completed shortly. Mapping against the 15 new essential actions 
and 92 actions has started. QSC felt that continuing to concentrate solely on the 
response to Ockendon was potentially sending a negative message and that 
continuing engagement work with local communities, particularly those more 
deprived sections of the population needed to continue in order to reduce 
inequalities. Good communication with clear articulation promoting the Airedale 
Maternity Service would be a positive step.   

Significant 
assurance 

1b. CNST. The timeline for completing the mandatory training to comply with the 
requirements has slipped nationally and it is now anticipated that the Trust will be 
compliant with the new deadline. Processes have now been embedded to 
ensure compliance with future deadlines. 

Significant 
assurance 

1c. PMRT. The quarterly PMRT update was received which demonstrated 
compliance with Safety Standard 1 required for the Maternity Incentive scheme. 
The Trust is now fully compliant. 

Significant 
assurance 

2. Stroke An update was presented sharing papers presented to the SQC and 
BTFHT committees, demonstrating assurance that both trusts are receiving the 

Significant 
assurance 

No 
Assurance  

Limited 
Assurance  

Significant 
Assurance  

High 
Assurance 



  
 

same information.  
The BTHFT paper made recommendations that would address the operational 
issues that currently limit SSNAP performance. It is anticipated that if agreed and 
implemented it will take about 6 months to see an improvement in SSNAP 
scores. Further data is being collated for the audit that preliminary data raised 
the possibility that “our” population may not be receiving the same opportunity for 
high quality stroke care compared to those who live more local to BTHFT. This 
will be considered at next month’s QSC and a decision made whether to refer a 
potential risk that these patients may have a poorer recovery to the Risk & 
Compliance Group.  

3. The IBR was considered, and the continuing operational pressures noted. It was 
noted that the medium to long term responses to ED pressures require a system 
response and operation pressures limit progress. The potential impact of having 
higher number of patients who did not meet the criteria to reside on SHMI was 
noted and the recent number of antenatal and intrapartum infant deaths was 
being investigated by the division to ascertain whether there is any underlying 
issues. 
The ongoing work to address with the number of C Diff cases and work with 
AGHS to ensure the National Cleaning Standards are being met was noted. 

Significant 
assurance 

 
 

Issues or emerging risks 
 Issues or emerging risks RAG 

Rating 
1. There appears to be significant progress in progressing the issues in the Single 

Stroke Service.  
Significant 
assurance 

 
 
Any other comments 
 

 
 
Level of 
assurance 

Guidance on consistency 

High 
assurance 

This can be given when there is evidence that there is a clear understanding of the matter or issue to 
be addressed; there is evidence of independent or external assurance; there are plans in place and 
that these have been delivered and there is triangulation from other sources (e.g. patient or staff 
feedback)   

Significant 
assurance 

This can be given when there is evidence that there is a good understanding of the matter or issue to 
be addressed; there are plans in place and that these are being delivered against agreed timescales; 
those that are not yet delivered are well understood and it is clear what actions are being taken to 
control, manage or mitigate any risks; where required there is evidence of independent or external 
assurance. 

Limited 
assurance 

Limited assurance can be given where there is partial clarity on the matter to be addressed; some 
progress has been made but there remain a number of outstanding actions or progress against any 
plans will not be delivered within agreed timescale; independent or external assurance shows areas 
of concern; there are increasing risks that are only partially controlled, mitigated or managed.  

No 
assurance 

Management cannot clearly articulate the matter or issue; something has arisen at Committee for 
which there is little or no awareness and no action being taken to address the matter; there are a 
significant number of risks associated where it is not clear what is being done to control, manage or 
mitigate them; and the level of risk is increasing. 

 



  
 

 
           

 
 
 

Name of 
Meeting: Quality & Safety Committee 
Date of Meeting: 28th June 2022 

 
Prepared by: Dr Andy Withers, Chair of Committee/Non-Executive Director 

 
 

Key Highlights from the meeting 
 Highlight  RAG Rating 
1. The Patient Safety & Learning Group (PSLG) update & Patient Safety Strategy 

was discussed. The committee considered that PSLG was working effectively as the 
operational arm of QSC and was working with divisions and more widely to implement good 
practice identified. QSC noted work to consider the positive impact on mortality of additional 
nutritional support shown in the HIP study and the work ongoing around patient identification 
generally and second blood samples for potential blood transfusion 

High 
assurance 

2. Mental Health Update. An update of the quality aspirations around Mental Health 
was discussed. QSC noted that most of these require a Place or system 
coordinated response, but commended the progress made by the Trust so far. The 
Place Quality Summit is due to take place next month and an update will be 
considered in September. QSC requested that some simple metrics showing the 
number of people with Mental Health issues in the “wrong” place would aid further 
discussion, specifically those in ED, children and those admitted when no more 
appropriate MH offer was available. 

High 
assurance 

 
Assurances gained at the meeting 

 Assurance RAG Rating 
1. QSC received the Maternity update which included Ockenden response, 

CNST, PMRT & quality metrics.  
Ockenden. There has been no significant change in compliance with the 7 
Immediate Essential Actions since last month. Newly qualified midwives will have to 
work in the hospital for at least 12 months before they can work in the community 
which may impact on the ability to provide Continuity of Carer even when fully 
staffed.   

Significant 
assurance 

2. Stroke QSC received an update from a Placed based Stroke workshop the 
previous day and received papers which had gone to BTHFT with 
recommendations about how changes to the stroke service needed to address the 
fall in SSNAP score to D could be remedied. 
QSC asked whether there is anything that could be done in the interim which would 
improve outcomes for our population and was assured there was nothing additional 
to that proposed. There was no evidence that access to thrombolysis and the 
HASU was leading to poorer outcomes for patients from Airedale. It was noted that 
outcomes were more related to post HASU care than the acute phase. 
QSC supported the recommendations which need to be approved by BTHFT and 
would like to make Board aware that approval (or not) of the recommendations was 
a potential risk to the outcomes of Stroke patients from our population. Senior 
conversation with the Board and CEO of BTHFT to support the recommendation 
should be considered. 

Limited 
assurance 

No 
Assurance  

Limited 
Assurance  

Significant 
Assurance  

High 
Assurance 



  
 

Stroke is part of the System Quality Committee workplan. 
3. The IBR was considered, and the continuing operational pressures in ED noted. 

Work is ongoing across Place to ensure that theatre capacity is optimally used 
whilst substantive recruitment takes place. 
The Annual Infection, Prevention and Control report was approved with the ongoing 
work to address with the number of C Diff cases noted. An external partner has 
been engaged to report on compliance with the National Cleaning Standards. 

Significant 
assurance 

4. Quarterly Serious Incidents Report. QSC welcomed the tone of the report which 
reflected a supportive culture and avoidance of blaming. Although numbers are 
small it felt that learning could be inferred as mistakes were not being repeated. 
It noted the work around elimination of confirmation bias and ongoing Human 
Factors training. 

High 
assurance 

5. Patient, Public Experience & Engagement Report. The embargoed CQC 
Inpatient report will be presented to QSC after discussion by Executive Directors. It 
noted the progress being made re complaints and the reconfiguration of the 
chaplaincy services. QSC challenged whether everything was being done reflecting 
the diversity of our population. 
It noted the setup of a Task & Finish Group re Accessible Standards and asked for 
a plan to address the gaps around Acute Services for September 

Significant 
assurance 

6. The Annual Safeguarding Adults & Children was received and approved. The 
Trust is working closely across Place to support the Safeguarding teams following 
the inadequate rating by Ofsted of Bradford Children’s Services and decision to 
place them into a Trust. 
The Annual Research & Development reported continued impressive Recruitment 
to research in the Trust exceeding the ask of the organisation and a leader within 
our peer group. Work is ongoing to achieve representative recruitment to trials for 
the population we serve. 

High 
assurance 

 
 

Issues or emerging risks 
 Issues or emerging risks RAG Rating 
1. There is a potential risk that the proposed Stroke Service recommendations are not 

approved by BTHFT and subsequently outcomes may not improve for our population.   

2. QSC was appraised of a recent IG Data Breach. It had been declared an SI and there was 
a small risk that there could be an adverse psychological impact on those whose details had 
been leaked. QSC agreed that FPD is asked to consider holding the governance risk on 
this, whilst QSC would be updated through the usual SI systems and processes, specifically 
any harmful impacts on those involved. 

 

 
Any other comments 
The joint QSC & People Committee did not identify any evidence of patient harm when it met on 21st June. 
However, staff often feel Moral Injury when they are unable to provide care to the standard they would 
expect, even if there is no clear patient harm. How this is addressed and reflected in papers and reports 
need to be considered. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



  
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Level of 
assurance 

Guidance on consistency 

High 
assurance 

This can be given when there is evidence that there is a clear understanding of the matter or issue to be 
addressed; there is evidence of independent or external assurance; there are plans in place and that 
these have been delivered and there is triangulation from other sources (e.g. patient or staff feedback)   

Significant 
assurance 

This can be given when there is evidence that there is a good understanding of the matter or issue to be 
addressed; there are plans in place and that these are being delivered against agreed timescales; those 
that are not yet delivered are well understood and it is clear what actions are being taken to control, 
manage or mitigate any risks; where required there is evidence of independent or external assurance. 

Limited 
assurance 

Limited assurance can be given where there is partial clarity on the matter to be addressed; some 
progress has been made but there remain a number of outstanding actions or progress against any 
plans will not be delivered within agreed timescale; independent or external assurance shows areas of 
concern; there are increasing risks that are only partially controlled, mitigated or managed.  

No 
assurance 

Management cannot clearly articulate the matter or issue; something has arisen at Committee for which 
there is little or no awareness and no action being taken to address the matter; there are a significant 
number of risks associated where it is not clear what is being done to control, manage or mitigate them; 
and the level of risk is increasing. 

 



  
 

 
           

 
 
 

Name of 
Meeting: 

Quality & Safety Committee 
 

Date of 
Meeting: 

26th July 2022 
 

Prepared by: Dr Andy Withers, Chair of Committee/Non-Executive Director 
 

 
Key Highlights from the meeting 

 Highlight  RAG Rating 
1. The Patient Safety & Learning Group (PSLG) update & Patient Safety Strategy 

was discussed. QSC noted the work around use of Patient (PGDs) by staff that 
hadn’t been accredited to use them, and will receive the report in due course. 
Confirmation bias has been an ongoing theme previously identified in many serious 
incidents the challenge is what improvements can be made to reduce the impact on 
confirmation bias 

Significant 
assurance 

2. Women’s Children’s and Specialist Services 6 monthly update on quality 
priorities. A comprehensive update was received which reflected the dynamic 
nature of the quality priorities. QSC noted the update and that there was significant 
place based work required to deliver high quality services in appropriate locations 
to children in our population, as children were often not in the optimal location for 
their care. Divisional representation was necessary to optimise the outcomes of 
this. The ongoing work around Ockendon, elective recovery and pathology services 
were welcomed. 

Significant 
assurance 

 
Assurances gained at the meeting 

 Assurance RAG Rating 
1. QSC received the Maternity update which included Ockenden response, 

CNST, PMRT & quality metrics.  
Ockenden. There was a visit by the Regional Maternity team and the LMNS on 
14th July which was felt to be positive by all parties. A positive culture in the unit 
was noted and the outstanding actions around the 7 Immediate Essential Actions 
(IEA) were due to absence of national guidance. 

High 
assurance 

2. Stroke QSC received a verbal update from the Medical Director and Chief 
Operating Officer. There is now shared understanding and clarity around the 
issues that are causing the poor SSNAP rating and the actions to address these 
will be discussed at an Exec to Exec meeting between the trusts in August. 
QSC requested that consideration is given to an agreed trajectory for recovery of 
the service to achieve a “B” SSNAP rating. 
It is anticipated that, with the described actions delivered, the SSNAP score will 
improve to a C in the autumn 

Significant 
assurance 

3. The IBR was considered, and the continuing operational pressures in ED noted.  
Work will be undertaken to explore the longer LoS for elective patients and 
reported back to QSC. 

Significant 
assurance 

4. Quarterly Infection Prevention Report. QSC noted 3 Pseudomonas infections in 
the year to date (Full year target 1) and that the Post Infection Reviews did not 
reveal any underlying cause. It requested that a deep dive be carried out if there 
are any further cases and benchmarking across peers was reported.  

Significant 
assurance 

No 
Assurance  

Limited 
Assurance  

Significant 
Assurance  

High 
Assurance 



  
 

5. CQC Inpatient report summary was discussed. The full report is embargoed until 
October 2022. The main issues identified was around Medical communication and 
discharge. QSC requested an update around the plans to address functional 
communication within MDTs and with the patients in a few months. It also asked 
for a Deep Dive paper around all aspects of discharge in the autumn with 
consideration given to external agency to support this.  

Significant 
assurance 

6. National Asthma & COPD Audit. Airedale FTs participation in the audit was 
welcomed. QSC noted that the Trust benchmarked well across WYATT and noted 
the lower standard achieved by all Trusts for discharge. This should be picked up 
by the Deep Dive on discharge we are carrying out. A follow up report will be 
presented to QSC in 6 months. 

High 
assurance 

7. Health & Safety Annual Report. A comprehensive report was received and 
approved. QSC noted the increase in violence and aggression and the proposed 
response to this. The committee wondered whether there was under-reporting of 
this and requested an update on plans to help staff deal with violence and 
aggression in the autumn. It noted that People Committee needed to be sighted 
on this. 

High 
assurance 

 
 

Issues or emerging risks 
 Issues or emerging risks RAG 

Rating 
1. QSC was made aware of a Never Event which is under investigation and received 

an update on the Data Breach Serious Incident.  

 
Any other comments 
 

 
 
 
 
 
 
 
 
 
Level of 
assurance 

Guidance on consistency 

High 
assurance 

This can be given when there is evidence that there is a clear understanding of the matter or issue to 
be addressed; there is evidence of independent or external assurance; there are plans in place and 
that these have been delivered and there is triangulation from other sources (e.g. patient or staff 
feedback)   

Significant 
assurance 

This can be given when there is evidence that there is a good understanding of the matter or issue to 
be addressed; there are plans in place and that these are being delivered against agreed timescales; 
those that are not yet delivered are well understood and it is clear what actions are being taken to 
control, manage or mitigate any risks; where required there is evidence of independent or external 
assurance. 

Limited 
assurance 

Limited assurance can be given where there is partial clarity on the matter to be addressed; some 
progress has been made but there remain a number of outstanding actions or progress against any 
plans will not be delivered within agreed timescale; independent or external assurance shows areas 
of concern; there are increasing risks that are only partially controlled, mitigated or managed.  

No 
assurance 

Management cannot clearly articulate the matter or issue; something has arisen at Committee for 
which there is little or no awareness and no action being taken to address the matter; there are a 
significant number of risks associated where it is not clear what is being done to control, manage or 
mitigate them; and the level of risk is increasing. 

 



  
 

 
           

 
 
 

 

Name of Meeting: 
 

Sustainability Committee 

Date of Meeting: 
 

14 July 2022 

Prepared by: 
 

Andrew Gold 

 
Key Highlights from the meeting 

 Highlight  RAG 
Rating 

1. The main focus of the meeting was regarding the development of sustainability 
metrics for reporting as part of the Board’s Integrated Performance Report.  
The next steps are to build on feedback from this Committee such that a more 
advanced of the proposed reporting is available for discussion at the Board 
Strategy meeting on 5 October. Thereafter these sustainability metrics will be 
reported to the quarterly meetings of this Committee for scrutiny with salient points 
arising highlighted in the report back to Board 

High 
Assurance 

2. Progress of Sustainability Committee, from 2021 defining Trust’s sustainability 
strategy to in 2022 providing governance oversight of progress vis milestones 

Significant 
Assurance 

 
Assurances gained at the meeting 

 Assurance RAG 
Rating 

1. Progress in embedding sustainability metrics in reporting to Trust Board High 
Assurance 

2. Six monthly review on progress against Trust Board approved Green Plan to be 
reported to the October Sustainability Committee 

Significant 
Assurance 

3. Reaffirmation of the importance of communication in bringing action in respect of 
sustainability to life as well as embedding it in the Trust’s day-to-day activity 

Significant 
Assurance 

 
Issues or emerging risks 

 Issues or emerging risks RAG 
Rating 

1. Development of adaptation plan for the Trust. The aim is to take this through the 
next Committee meeting on 13 October with a view to the Committee 
recommending it to the Trust Board for approval 

Significant 
Assurance 

2.  Evolution in membership of the Committee, with thanks being offered to David 
Moss and Amy Whitaker as this was their last meeting of the Committee 

Significant 
Assurance 

 
Any other comments 
The Trust has made an application for funding under an NHS England Net Zero programme ‘Step up a 
gear’ regarding Net Zero Travel & Transport. NHS are due to advise by the middle of September 2022 
which exemplars they are going to work with. 

 
 
 
 
 

 
No 
Assurance  

Limited 
Assurance  

Significant 
Assurance  

High 
Assurance 



  
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Level of 
assurance 

Guidance on consistency 

High 
assurance 

This can be given when there is evidence that there is a clear understanding of the matter or issue to 
be addressed; there is evidence of independent or external assurance; there are plans in place and 
that these have been delivered and there is triangulation from other sources (e.g. patient or staff 
feedback)   

Significant 
assurance 

This can be given when there is evidence that there is a good understanding of the matter or issue to 
be addressed; there are plans in place and that these are being delivered against agreed timescales; 
those that are not yet delivered are well understood and it is clear what actions are being taken to 
control, manage or mitigate any risks; where required there is evidence of independent or external 
assurance. 

Limited 
assurance 

Limited assurance can be given where there is partial clarity on the matter to be addressed; some 
progress has been made but there remain a number of outstanding actions or progress against any 
plans will not be delivered within agreed timescale; independent or external assurance shows areas 
of concern; there are increasing risks that are only partially controlled, mitigated or managed.  

No 
assurance 

Management cannot clearly articulate the matter or issue; something has arisen at Committee for 
which there is little or no awareness and no action being taken to address the matter; there are a 
significant number of risks associated where it is not clear what is being done to control, manage or 
mitigate them; and the level of risk is increasing. 



  
 

 



 

  

Date of Meeting: Wednesday 7th September 2022 

Meeting:  Public Trust Board of Directors 

Title of report:  Integrated Board Report 

Author: 

Prepared by: Neil Scott, Head of Performance and Information,  
Chris Walton, Performance Manager, Stuart Shaw, Director of Strategy, 
Planning and Partnerships and Executive Team Leads 
 
Presented by: Rob Aitchison, Deputy Chief Executive and Chief Operating 
Officer 

Previous Forums: Not Applicable 

Purpose of the Report 
The Integrated Board Report measures performance against a range of objectives and performance 
indicators, based on key milestones in the Annual Plan or external frameworks. The reports cover the 
following areas;  
• Summary of Overall Performance 
• Operational Performance 
• Safety, Quality, Patient Experience and Clinical Outcomes 
• People Engagement and Organisation Development 
• Finance and Activity 
 
These monthly reports ensure there is a rounded view of the current position across a range of key 
areas and help assess whether performance in one area is affecting that in another. 
Key Points to Note  
The report reflects the July reporting period and provides an early indication into August activity. 
 
During July, the Trust saw a significant increase for patients requiring admission who have Covid. For 
the vast majority of Covid positive patients in the bed base, Covid was the secondary reason for their 
admission to hospital. Since mid-July we have seen these numbers significantly reduce again. We 
have also experienced a continued high demand for our non-Covid urgent and emergency care 
activity which, together with a higher level of staff absence, has created notable pressure points in 
month. Despite this, we have pleasingly managed to maintain a large proportion of our planned care 
provision work as we look to reduce waiting times going forward, importantly met the milestone of no 
104 week waits as at June and pleasingly this has also been sustained into July. 
 
A number of areas across all four sections of the report are showing consistent, stable or improving 
levels of performance. There do however remain a number of challenges, in particular around 
supporting delivery of our financial plan, some of which require a medium to longer term approach 
around recovery. At all times there is a need to ensure we continue to take the balanced approach to 
delivery.    
 
At the Board meeting, Executive Team leads shall be able highlight any supplementary detail for each 
of the areas. 



 

  

 

EQIA – Equality Impact Assessment  
 
Risks and Impacts across the areas in this report are considered through the Monthly Integrated 
Performance Reviews, with any escalations added to the Trust risk register. 
  

Fit with strategic objective 
Population Patients People Partnership Progressing 

Y Y Y Y Y 

Recommendation  

The Trust Board of Directors are asked to receive the Integrated Board Report and note the current 
position for the areas highlighted in the report. 
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Guidance notes 

Reporting within this document uses a combination of chart types. Where appropriate, Statistical Process 
Control (SPC) charts have been used to aid analysis. 

SPC charts 
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Summary of Overall Performance  
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Operational Performance 

Performance Domain: COVID-19 Reporting up to 9th August 2022 

Executive Lead: Rob Aitchison 

Key Indicators for the Board to note 

 
 

Confirmed COVID inpatients within the hospital bed base (Up to 9th August 2022) 
 

 

 
 

COVID occupancy - % of general, adult beds occupied by COVID inpatients (Up to 9th August 2022) 
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Analysis of current performance 

During July, Covid inpatient numbers increased, rising to a peak at just below 80 around 15th July.   
 
For the vast majority of Covid positive patients in the bed base, Covid was the secondary reason for their admission to hospital.  
This cohort of patients continues to be managed within their specialty bed base within side rooms. Maternity and pediatrics 
pathways also continue to be managed in line with this approach.  The impact of Covid on patient recovery and outcomes 
continues to be milder in comparison to previous Covid waves. 
 
Community prevalence has continued to result in several patients testing positive shortly after admission, creating contacts 
who require isolation because of exposure, and hospital acquired infections, however this has steadily fallen over the month. 
 
Despite the increase in Covid demand, the Trust continues to undertake elective activity without interruption.   
 
During the next month the Trust’s response to the Covid demand seen will continue to be monitored closely, with IPC guidance 
reviewed on a regular basis in order to ensure risk is managed appropriately across all services. 
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Operational Performance 

Performance Domain: Urgent and Emergency Care Reporting Month:  July 2022 

Executive Lead: Rob Aitchison 

Key Indicators for the Board to note 

 
Total Attendances 

 6710 
 

A&E 4 Hour Wait 
National Standard 95% 

Trust – 58.23 % 
 
 
Arrival to Assessment       
National Standard <15 mins 

Trust - 58% 
(20.2 minute average) 

 
Arrival to Treatment  

(avg in minutes) 
(Triage Cat 1)   16 
(Triage Cat 2)   57 
(All pts)        146 

 
Average time in A&E 

(Admitted patients) 
Trust – 388 minutes 

 
 

Average time in A&E  
(Non-admitted) 

Trust – 219 minutes 
 

Ambulance handover 
within 15 minutes 
National standard >65% 

Trust - 88% 
 

Patients in A&E for 
more than 12 hours 
National standard - <2% 

Trust – 1.85 % of total 
(124 out of 6710) 
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Analysis of current performance 

July saw a very challenging month for urgent care services within the hospital.  Whilst total ED attendances stabilised this 
month again saw one of the highest levels of attendance seen by the Trust.    
 
Patients attending the department were triaged within an average of 20 minutes of attending the department with 58% of 
patients triaged within the 15 minute standard.  Detailed analysis again showed that the most sickest patients receiving care 
were triaged quickly at 6 minutes (Category 1) and 18 minutes (Category 2).  This is a deterioration from June when 
performance was 3 minutes and 15 minutes respectively. 
 
The average arrival to treatment time deteriorated to 146 minutes this month (133 last month); however we continue to 
maintain treatment times for our sickest patients attending the ED.  The increase in time to treatment predominantly relates 
to patients categorised as Category 3, i.e. those patients not immediately unwell and who require diagnostic/clinical reasoning 
to manage the risk/diagnose a problem. 
 
Key pressures on this standard continued to be linked to peak surge times challenging the team’s ability to triage and care for 
patients in the department.  In addition, and increasingly during July, there was an inability to admit those patients requiring 
inpatient care due to significant pressures on the bed base.   Subsequently, the time admitted patients spent in the department 
this month increased following the improvement seen last month.  There was also an increase in the time non-admitted 
patients spent within the department as teams continued to manage significant levels of attendance across the month and 
particularly at peak times.  Alongside this deterioration a higher number of patients consequently spent >12 hours in the ED 
this month – despite this increase, performance remains within the 2% national standard in relation to this.   
 
The continued levels of demand seen within the department continue to put pressure on teams providing care and are resulted 
in longer waits for care.  Further Executive-led meetings have taken place this month to listen and reflect on the pressures 
our teams are facing and to develop further plans in response to these. 
 
Despite the ongoing pressures this month, our teams have continued to play a crucial role in supporting the pressures facing 
the ambulance service and the implication these pressures have on service delivery.  Performance against the 15-minute 
handover standard continued to improve this month at 88% of handovers taking place within 15 minutes.  This is testament 
to the work teams continue to do in ensuring ambulance teams can be released to care for other patients urgently needing 
support.   
 

Improvement actions planned and timescales for implementation 

We have continued to undertake a number of actions during July in order to manage the sustained level of demand on our 
services and to support the clinical team; 
 

· Completed recruitment to 2 newly funded Middle Grade doctors – these posts were approved in March 2022 and are 
now recruited to. 

· Completed the majority of recruitment to the 12 registered nursing posts funded 
· Commenced a pilot of the ‘frail elderly pathway’ team of therapists working in ED on weekdays in order to increase 

robust front door frailty assessment and to discharge from ED. Strong early data supporting this so far, creates a 
longer stay in ED but increased number of discharge from ED 

· Commenced co-production of a new urgent care transformation plan. 
· Boosted portering capacity in place within the department. 
· Approved additional in-department administrative support to clinical teams. 
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Medium term plans (Planned completion by September 2022) 
· Reciprocal peer-review visit to take place to review areas of good practice and opportunities for development. 
· Develop co-produced urgent care transformation plan with links into wider trust directorates and place-based partners 
· Snapshot audit of primary care presentations and develop stronger links with primary care leaders/development of a 

primary care ‘stream’ – pilot commenced in February despite workforce challenges. Placed based discussions 
commenced around the potential to develop a ‘placed based’ primary care staffing resource. Aiming to develop a 
‘place’ based workforce to work across the place 

· Work with Bradford District Care Trust and the Local Authority to reduce waiting times for people requiring a mental 
health act assessment in ED – reduction seen in MHAA waits in our ED, monitoring to continue and shared via the 
Urgent and Emergency care, strategy and oversight group (formerly A+E delivery board) 

· Understand challenges and impacts of new UC standards and flow and discharge to improve waiting times in the ED 
for ‘admitted’ patients, agreement to develop internal standards for this across urgent care and wider directorates.  

· Deeper analysis of the data to understand activity to inform local and system planning, taking shape and working with 
our A+E delivery board partner across the place. 

· Deeper analysis of data quality and monitoring to ensure high quality assurance, UC matron assurance reviewed and 
updated, for monthly evaluation. 

· In response to concerns raised by the clinical team around safety and risk sharing, plan to undertake an ‘outcomes’ 
review of patients who were cared for in our ED through June/July. 
 

Urgent care teams continue to plan for an anticipated further growth in demand for services.  This planning includes: 
· Development our workforce transformation plan to reduce reliance on locum/bank workforce and create pipelines for 

a sustainable workforce. 
· Continuation of the minor injuries unit (MIU) model successfully trialed during the first COVID peak in the area adjacent 

to the ED department – we are reviewing activity and matching workforce model to this to maintain the main dept and 
MIU.  

· Continued review of skill mix/medical workforce model/shift times to meet changes in demand later in the day and 
evening period. This came into effect earlier in the year, we have seen some improvement, but further work planned 
to understand attendance patterns and workforce modelling within the workforce plan. 

· Continue to develop model for managing ‘primary care’ presentations into the ED 
· Review of waiting areas undertaken - screens purchased to segregate hot/cold and adults/paediatric attendances, 

now in use and working well. Reviewed again in May and updated in response to new guidance. 
· Continued work trust wide consultation on the new Emergency care standards planned to understand the impacts on 

service, people and process to ensure high quality care.   
· Triage and treatment times remain a key area of focus supporting the quality and safety of the patients we are caring 

for.  They are working on a joint development and escalation(s) plan to support flow out of the ED and into AAU. A 
first draft of this is now completed and strengthened by the operational leaders within Urgent Care. 

· Using the new Urgent Care Standards dashboard to understand our key areas of focus to ensure safety is maintained 
within the department, and wider hospital. 

· Plan ‘quality summit’ sessions bespoke to urgent care, to develop internal actions. 
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Operational Performance 

Performance Domain: Capacity and Flow Reporting Month:  July 2022 

Executive Lead: Rob Aitchison 

Key Indicators for the Board to note 

Bed Occupancy 
Local target < 95% 

91.56 % 
 

 
 

Average LOS (Elective) 
Local target < 2.5 

2.45 days 
 
 
 

Average LOS (Non-Elective) 
Local target < 4.3 

4.13 days 
 
 
 

 

 

 
 

 

Analysis of current performance 

Hospital occupancy levels increased during July, with occupancy at peak times of between 89% and 95%.    
  
During July, 7 and 14  day length of stay (LOS) improved.  However, those patients with a hospital stay of >21 days increased 
to around 20% at its peak in July.  This was the primary reason for the flow and bed holding challenges seen within the 
Emergency Department. 
 
The Trust’s LOS position continued to be supported by the excellent work of the ‘Urgent community 2-hour response’ pathway.  
This pathway, building on the existing work of the Collaborative Care team, continues to go from strength to strength with 
100% of those seen by the service seen within the 2 hour standard, with the majority of these being managed in their own 
home as opposed to an admission to hospital.  The COPD virtual ward also continues to play a key role in reducing demand 
on hospital services. 
 
This month we have seen increased numbers of avoidable delays around clinical decision making, timely discharge letter 
completion and communication. These are specific areas of focus in order to continue to improve discharge processes 
therefore reducing pressures in accessing care within the hospital.   Linked to this, progress in response to the Trust’s ‘quality 
summit’ action plan continues to be monitored against the primary aims set out earlier this year: 
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· Reduce bed holding and lack of flow in ED and AAU 
· Reduce harms associated with deconditioning 
· Work as a cohesive multidisciplinary and multi-agency team 
· Develop a set of aims we all signed up to work towards and monitor 
· Aim to reduce our average LOS per NEL admission below 4.3 days to allow the bed base to remain within core footprint 
· Developed a place based ‘leaving hospital’ pack. This will start with an arrival letter and expectation setting around 

discharge. Linked to the joint ‘moving on’ policy. 
 

Improvement actions planned and timescales for implementation 

· ‘Criteria to reside’ continues to be embedded among the ward areas and clinical teams.  Updated action plan and 
education pack/core competencies developed for all new team members, now being rolled out across the ward areas. 

· Work continues to improve data quality and reporting with the clinical teams and informatics to ensure accuracy of the 
data, on track and already seeing improvements in data quality. In month improvement around accuracy. 

· When our new Divisional Director joins the MTC Division we plan to undertake some QI work around ‘outstanding 
decision making’ to work with our clinical teams to reduce avoidable delays to discharge on pathway 0. 

· Focus on average LOS per admission to reduce reliance on additional bed capacity, this links to the reduction of 
avoidable internal delays work led by the flow team to implement the use of red to green in SystmOne for the clinical 
teams, nearly complete and planning a pilot ward in June. 

· We have agreed a pathway for post-acute patients who require rehabilitation with the consultant team on ward 5 
(Stroke rehabilitation) which will support the patient journey and flow. 

· In order to ensure coordination and oversight of the discharge process, daily MDT system calls will continue to take 
place.  These calls play a crucial role in facilitating safe discharge and improving system working; the calls are highly 
regarded by our social care colleagues and go from strength to strength.  In September, we had continued support 
from the national Emergency Care Improvement team (ECIST) and have also commenced monthly senior system 
calls to discuss and plan improvements in flow and implementation of the national discharge policy. 

· Our weekly ‘long length of stay reviews continue and offer opportunity for ward teams to understand where 
improvements can be made and promote timely discharge. The Trust’s flow team has devised a strategy to ensure 
focus remains on reducing length of stay and that the SAFER bundle is implemented fully (a nationally recognized 
initiative supporting effective discharge planning).  

· We have launched our new private transport provider and are working closely with them to ensure timely discharge 
from hospital. 

· Work through the Quality summit action plan and review metrics monthly. 
· Understand the increased ‘urgent community response 2 hour pathway’ (UCR) and planned increased to its 

capacity/monitor quality and performance metrics. 
· Continue to work at place to build the ‘Act as one’ virtual ward offer (VW). This work sits hand in hand with the UCR 

work as a number of UCR patients will move onto a VW pathway after 48 hours. 
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Operational Performance 

Performance Domain: Access Reporting Month:  July 2022 

Executive Lead: Rob Aitchison 

Key Indicators for the Board to note 

 
18 Week Wait 

National Standard 92% 
69.7% 

 
Total Waiting List Size 

12082 
 
Pathways Over 26 Weeks 

2269 
 
Pathways Over 40 Weeks  

1047 
 
Pathways Over 52 Weeks 

528 
 

Outpatient follow up 
waiting list 

(as at 01/08/2022) 
35876 

 
Total overdue  

(>30 days beyond due 
date) 

(as at 01/08/2022) 
8310 (23.2%) 
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Analysis of current performance 

The Trust’s progress in reducing elective care waits continued during July.  All elective activities and theatres continued to 
operate as business as usual during the month of July, maximising activity across the Trust.  The number of patients waiting 
>2 years was maintained at zero ensuring that patients waiting longest to access treatment continue to receive their care.   
 
Challenges in relation to the availability of theatre staffing continued during July, albeit at an improving picture as initiatives 
supported to help this position continued to take effect.  Previously approved enhanced rates of pay continued to be in place 
and the block booking of additional shifts via agency is showing to be beneficial and to improve the position for staffing across 
theatres to avoid and minimize any patient cancellations.  We also continue to utilise support from external insourced providers.   
 
Recruitment to vacant posts also continued with a number of contract offers made – during the next few months a number of 
new starters will commence in post with the team.  
 
As reported last month the Trust’s next objective will be to reduce the number of patients waiting >78 weeks by the end of 
March 2023 in line with national planning requirements.  The Trust currently has 119 (131 last month) patients waiting >78 
weeks with the potential for a total of 591 (776 last month) by the end of March 23 (based on those currently waiting >37 weeks 
at this point).  The majority of these patients sit within the specialties of general surgery, gynaecology, urology and 
orthopaedics.  The Trust is broadly in line with the planning submission made earlier in the year, but it should be noted that 
there continue to be a number of risks and challenges associated with achieving the end of March 23 target.  These include 
the availability of workforce and the potential disruption that non-elective pressures during winter may bring to service 
provision.  Detailed winter planning is currently taking place and will aim to mitigate these risks as much as possible. 
 
All patients waiting for treatment continue to be treated in priority order and by longest wait.  The majority of patients waiting 
within the highest clinical priority categories (P1 and P2) continue to receive treatment within the required timescale.  There 
are currently 55 (63 last month) patients categorised as P2 who have not received treatment within the 30-day timescale, 
however 47 of these patients have a date for treatment.  Management of these groups continues with teams working with 
Clinical Directors to provide clinical oversight of any cancellations ensuring risk assessment of clinical priority. 
 
The number of patients on the outpatient follow up waiting list has increased month on month by 236 (300 last month) to 
35,876.  Work continues to develop patient initiated follow up pathways and to reduce the number of patients requiring follow 
up, in line with national planning expectations. 

Improvement actions planned and timescales for implementation 

The Referral Assessment Service (RAS) continues to operate with clinical triage in place, monitored via the Weekly Access 
meeting.  Planning capacity to deliver face to face clinic activity where necessary remains the key focus across the Divisions.   
 

· The insourcing weekend model remains paused whilst we continue to work through our plans to be able to secure 
additional capacity at the weekend to run theatres to date long waiting patients in line with clinical priority  

· The insourcing in-week model continues to work well and support the delivery of elective theatre activity and reduce 
patient cancellations due to staffing gaps 

· All Access metrics are monitored via the weekly Access meeting and IPR’s with specific focus on required key remedial 
actions to address performance where required  

 
Specialty teams continue to carry out work to reduce the volume of patients waiting beyond their due date, as well as reviewing 
any potential impact of delay for patients, ensuring waiting list validation continues (both administrative and clinical) to identify 
and reduce risk where required. 
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Work continues across WYAAT as part of the Elective Coordination Group (ECG) to secure capacity for long waiting patients 
following patient choice where possible and sharing best practice. 
 
As previously reported teams continue to work through operational staffing challenges and some unforeseen technical 
snagging in relation to the Barn Theatres, however in line with expectations and at the time of writing activity will be moving 
into the Barn theatre from the 15th of August. The backfill of the vacated theatres is a significant challenge in relation to staffing 
as described earlier in this report.  However, recruitment is taking place and progressing and when complete these theatres 
will provide additional activity and support elective recovery.  
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Operational Performance 

Performance Domain: Diagnostics Reporting Month:  July 2022 

Executive Lead: Rob Aitchison 

Key Indicators for the Board to note 

 
 

 
6 Week Wait 

National Standard 99% 
  89.69% 

 
 

Waiters Over 6 Weeks 
408 

 
 

 

Analysis of current performance 

Diagnostic performance continued to improve month on month during July with the number of patients waiting <6 weeks 
increasing from 87% to 89%.  This meant that the number of patients waiting >6 weeks decreased by a further 144 (300 last 
month) from 552 to 408.  The improvement seen within month in diagnostics was seen across all modalities.  This improvement 
came whilst the team continue to manage workforce challenges across the departments due to sickness and significant 
recruitment gaps.  GP referral and demand in the bed base continues to remain high across all the modalities. 
 
The main challenge continues to be seen within non-obstetric ultrasound making up 227 of the 408 patients beyond 6 weeks, 
with MSK driving the main challenge as a single-handed service with annual leave contributing to the challenge. 
 
The main pressure areas continue to be in Non-Obstetrics Ultrasound and Echocardiography.   
 

· Non-obstetric Ultrasound: this month saw a continued improvement in the position from the previous month with 
227 (410 last month) patients waiting beyond 6 weeks. 

· Echocardiology: reduction in position this month with 140 (121 last month) patients waiting beyond 6 weeks. 
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Improvement actions planned and timescales for implementation 

Non-Obstetric Ultrasound: 
· High demand for fluoroscopy continues to be addressed as previously reported via the use of agency staff 
· Additional sessions delivered in July and further secured for August, working through room availability  
· Working through options with the local independent sector provider (Yorkshire clinic) to secure capacity  
· Increase in obstetrics and mammography demand continues to draw capacity from Non-Obstetrics Ultrasound 
· Secured recruitment of two Sonographers which will increase capacity in the longer term 
· Work continues in relation to an Obstetrics midwife role to release Sonography scanning capacity back to Non-

Obstetrics Ultrasound, in addition to a revision of the role for the long-term mammography vacancy 
· Plan to recommence sessions at Ilkley Hospital are now in place to work through the back   
· Secured Agency locum for 3 months whilst we work through recruitment for an MSK Consultant Radiologist, which is 

now out to advert  
  
Echocardiology: 

· The position continues to be challenging, the team to continue to deliver additional sessions with support and utilisation 
of capacity within the Independent Sector (IS).  

 
The Endoscopy department continues to operate a three-room timetable during weekdays, running weekend sessions as 
required, staffed internally and where required with the support of the external insourced agency. 
 
The Endoscopy team are currently working through plans with regards to a temporary relocation into a 2 roomed mobile unit 
whilst work is carried out in the Trust as a result of the RAAC / decant program.  As reported last month the options appraisal 
for the third room have now concluded and plans are in place to move into the Procedure Suite with Ophthalmology moving 
into a vacated theatre as a result of moving services into the new Barn Theatres.   
 
The Cystoscopy service continues to run independently on ward 2 with excellent feedback from patients and both clinical and 
nursing staff.  
 
Radiology continues to be challenged by the significantly high level of vacancies across the department. However, following 
successful recruitment two key roles have now been appointed to within the senior diagnostic team.  The Patient Service 
Manager will commence in post early October and the new post of Professional Lead will start early September.  These post 
will enable the new Governance structure of the department to be fully embedded as planned. 
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Operational Performance 

Performance Domain: Cancer Reporting Month:  July 2022 

Executive Lead: Rob Aitchison 

Key Indicators for the Board to note 

 
 

 2 Week Wait 
National Standard 93% 

90.8 % 
 

 
2 Week Wait - Breast 
National Standard 93% 

92.5 % 
 
 

31 Day 
National Standard 96% 

100 % 
 

 
62 Day 

National Standard 85% 
81.6 % 

 
 

28 FDS 
National Standard 75% 

72.5 % 
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Analysis of current performance 

Achievement of the 2WW standard was narrowly missed in July at 90.7% overall.  This included strong performance within 
breast, lung and haematology pathways at 100% of patients seen within 2 weeks.  
 
Lower GI continues to be the most pressured 2WW pathway at 61% of patients seen within 2 weeks of referral.  This position 
was driven by a continued increase in the number of 2WW referrals received as well as constraints within 2WW clinic capacity 
due to staffing challenges.  The team are looking at a number of steps in response including increasing clinic slots and 
reviewing different service models such as the piloting of a frailty clinic. 
 
The 28-day faster diagnosis standard (FDS) improved again this month to 73%, narrowly missing the standard of 75% which 
all providers are now working towards.  This standard is expected to become increasingly important during the next 12 months 
as the national focus is expected to shift away from the 2WW referral to seen standard towards patients receiving a diagnosis 
within 28 days of referral.   
 
Performance against the 62-day referral to treatment standard was narrowly missed in month at 81.6%, with key areas of 
challenge related to workforce related due to short term sickness impacting in month and the treatment of open patient 
pathways in month of >62 days.  We continue to develop and hone our PTL process and patient tracking to support 
achievement of this standard. 
  
Improvements continue within the cancer team, with emphasis on the following areas: 
 

- All cancer sites undertake monthly breach reviews to support an understanding of where learning can be put in 
place. 

- Focused work with lower GI pathway team to reduce avoidable delays to diagnosis and treatment. Direct clinical 
engagement and improvement plan commenced in July and will continue into August and September. 

- Review of cancer navigator roles undertaking a standardisation approach with the role solely focused on meeting 28 
FDS as commenced and a further update to follow next month. 

- Weekly PTL meetings now commenced to offer weekly review/oversight of the 62-day pathway to reduce any 
avoidable delays, in March we will pilot a Clinical lead update after PTL. The aim of this is to remove people with ‘no 
cancer’ off the PTL list and focus on the diagnostic plan for the suspected cancer diagnosis’. Focus on key areas; 
upper and lower GI for the next two months. Some impact, ongoing work to ensure stakeholder engagement. 

- Focused development sessions with all stakeholders on key areas of development with cancer services continue, 
the next session focused on the 28-day ‘faster diagnosis’ standard. The aim being to engage all the teams in the 
development of this pathway. 

- During August we will continue to target actions to reduce waits for patients waiting >62 days. 
- A pilot ‘timed pathway’ scheme in colorectal is being developed to test how we understand then reduce avoidable 

delays to meeting the 28 and 62-day targets. 
- Over the next 3 months we will develop a plan to launch utilization of the ‘principles of rapid diagnosis’ to support our 

population and ensuring timely diagnosis and treatments. 
- We are also preparing a pilot ‘self referral hotline’ in partnership with a local GP practice and the ‘RDC service’ to 

capture people with ‘vague symptoms’ at the earliest opportunity and diagnose a cancer. 
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Operational Performance 

Performance Domain: Productivity Reporting Month:  July 2022 

Executive Lead: Rob Aitchison 

Key Indicators for the Board to note 

 
 

DNA Rate 
National Average 9.1 % 

(August 2019) 
10.16% 

   
 
 

Theatre Time Utilisation 
Local Target >85% 

84.58 % 
 

 
 

 

Analysis of current performance 

Outpatient DNA Rates 
DNA rates increased to 10.16 % this month to its highest rate in recent years.  In response to this continued increase, the 
outpatient team are undertaking a detailed deep-dive into current performance and processes and will report back during 
September. The main initiatives continuing to support this indicator relate to the continued use of appointment text reminder, 
the roll out of digital letters and the continued development of patient initiated follow ups. 
 
Theatre Time Utilisation  
Theatre session utilisation decreased this month to 84.5% this month (90% last month) with continued work to improve the 
efficiency and flow of theatres as new theatre capacity is brought online. 
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Quality, Safety, Experience 

CQC 
Inspection 
14/03/19: 

Safe  
Requires 
improvement 

Effective 
Good 

Caring 
Good 

Responsive 
Good 

Well led 
Requires 
improvement 

Overall 
Requires 
improvement 

Safety – patient safety culture Reporting Month: July 2022 

Executive Lead: Amanda Stanford, David Crampsey 

Key Indicators for the Board to note 
Patient safety incidents – potential 
under-reporting [rate per 1000 
occupied bed days (OBD)] 
 
 
Median all reported incident rate for 
all incidents non-specialist acute trust: 
54.5 incidents /1000 OBD 
 
Trust rate 
70.5 /1000 OBD  
 
Source: National Reporting & Learning System 
- NRLS 
  

Serious incidents in the month 
notified to STEIS [count] 
 
Please note that due to divergent reporting 
cultures between providers it is not considered 
appropriate to benchmark. 
 

Proportion of all patient safety 
incidents resulting in ≥ moderate 
harm [actual]    
 
Previous month value subject to revision due to 
investigation process for actual harm. 

 

Coroner Reg.28/Prevention of 
future deaths 

Last case Nov 
2021  

Findings where applicable:  
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Analysis of current performance 

§ Following deterioration in reporting levels in the first wave of the Covid-19 pandemic, adjusted incident reporting 
remains within expected levels with around 58 incidents reported per 1000 bed days. 

§ Never Events are serious, largely preventable patient safety incidents that should not occur if existing national 
guidance or safety recommendations have been implemented.   A Never Event was advised in the last month – 
2022/15577 misplaced nasogastric tube (NGT) Critical Care.  The last Never Event declaration was in March 2022 
(wrong site block Theatres). The last such equivalent occurrence of a misplaced NGT was notified by Critical Care 
was in April 2019.    

§ In addition, the following serious incidents are advised with ED the reporting location:  
o 2022/14365: Delay in treatment  
o 2022/14846: Delay in treatment  
o 2022/15506: Delay in treatment  

§ Those incidents resulting in ≥ moderate harm [actual] continue within expected levels although there is an 
inevitable lag on this indicator as investigations are completed.   

Improvement actions planned and timescales for implementation 
§ The publication of the Quality and Safety Strategy 2020-2025 has three clear areas of focus underpinned by the 

Quality Improvement Strategy and a Just and Learning Culture and will provide the framework for the future direction 
of the Trust. The three areas are;  
- Patient Safety 
- Patient Experience 
- Clinical Effectiveness  

· The formal launch of the Strategy remains in planning with Communication colleagues 
§ The initial meetings to progress the transfer to the DATIX reporting system have commenced. 
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Quality, Safety, Experience 

Safety – reduction of harm Reporting Month:  July 2022 

Executive Lead: Amanda Stanford, David Crampsey 

Key Indicators for the Board to note 

Rate of all reported falls per 1000 
occupied bed days [OBD] 
 
Trust rate April 20 → 
4.9 reported falls/1000 OBD.   
 
 

 

Proportion of all reported 
pressure ulcers that are hospital 
acquired  
 
Trust average April 20 → 11.0% of 
all reported pressure ulcers C1-4 
 
 

  

Proportion of all reported 
pressure ulcers that are 
community service acquired  
 
Trust average April 20 → 13.9 % of 
all reported pressure ulcers C1-4 
 
 

 

Medication incidents – actual 
harm  
 
Proportion of medication incidents 
resulting in any type of harm [low, 
moderate, severe and and/or 
death] April 20 → 17.8%.   
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Rate of staffing level issues– 
adjusted by 1000 occupied bed 
days [OBD] 
 
Trust average April 20 → five 
issues /1000 OBD 

 
Analysis of current performance 

§ Falls, pressure ulcers, medication errors and staffing are some of the Trust’s most frequently reported patient 
safety incidents.  There is clinical consensus that falls, pressure ulcers and medication errors may largely be 
preventable through appropriate patient care whilst research suggests possible links between staffing levels (and 
skill mix) with patient safety.  

§ In terms of harm, the following is highlighted from the last month:  
o Zero falls resulting in either fracture or significant harm.   
o One hospital-acquired and four community service-acquired C3 pressure ulcers.  
o While there were zero medication incidents resulting in harm advised in the month, an ED July medication 

incident has subsequently been notified as a serious incident (failure to follow medicine management 
policy 2022/16748). 

 

Improvement actions planned and timescales for implementation 
§ The Trust was registered with the Royal College of Physicians’ (RCP) to take part in a pilot “Gaining insights from 

inpatient falls” which aims to identify early learning. The pilot was conducted on Ward 4 in April 2021 and the 
results of the pilot have been submitted to the RCP and results are expected soon. 

§ The FRESH tool has been evaluated and is working well to identify key themes for learning. This has been rolled 
out across the trust and will be audited in December 2022   
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Quality, Safety, Experience 

Safety – reduction of harm associated with healthcare 
acquired infection 

Reporting Month:  July 2022 

Executive Lead: Amanda Stanford, David Crampsey, 

Key Indicators for the Board to note 

Minimising C. difficile 
infections  
 
2022/23 case threshold: 24 
Trust cases YTD: 3 

 
Minimising Gram-negative 
bloodstream infections  

 

E.coli 
 
22022/23 case threshold: 38 
Trust cases YTD: 6 

 

P. aeruginosa 
 
22022/23 case threshold: 1 
Trust cases YTD: 3 

 

Klebsiella spp. 
 
2022/23 case threshold: 8 
Trust cases YTD: 3 

 

MSSA  
 
 

 
MRSA infections hospital 
onset YTD: zero 

Hand hygiene compliance fiscal year to date 2022/23: 95.8% 
Flu vaccination frontline clinical staff 20/21: 70% [1675/2400] 
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Analysis of current performance 

In May 2022 NHS England and improvement published target thresholds for individual providers to minimise C. difficile 
and Gram negative bacteraemia healthcare infection for hospital and community onset.  Thresholds are based on 
cases during the 12 months ending November 2021.  
 
In July 2022 the Trust reported:  
 
§ CDI – one (unavoidable) case 
§ MSSA – one case 
§ E.coli – two cases 
§ Klebsiella spp. – two cases 
 
Outbreaks 
 
COVID-19 Outbreak   
Summary of outbreaks in July 2022 provided in table below.  
 

Outbreaks with Staff 
Only 

Outbreaks with 
Patients and Staff 

Outbreaks Patients 
Only 

Update on Outbreaks 

3 6 0 51 Staff and 94 patients 
   
Staff and patient testing have formed part of the outbreak response, along with increased cleaning. The cause of an 
outbreak is rarely attributable to one component. 

Improvement actions planned and timescales for implementation 
 
Existing measures in place: 

· Swabbing protocols for and patients  
· Continued cleaning of all areas with Chlorine based disinfectant  
· Continued vigilance and challenge for all staff on compliance with infection prevention and control measures and 

adherence to PPE requirements 
 

Updated COVID-19 measures for July: 
· Universal mask wearing reinstated in clinical areas, following a rise in COVID-19 infections 
· COVID-19 stepdown guidance re-issued to remind staff not to test previously positive COVID-19 patients within 

90 days unless they develop new symptoms. 
 
Monkeypox  

· Guidance on managing a suspected/confirmed case of monkeypox updated against new national guidance 
· Dedicated monkeypox internal email alert system established   
· Joint working agreement on monkey pox within the Bradford district finalised  

 
Inoculation/contamination injury (change to process) 
The process for managing contamination injuries within the Trust changed as of 4th July 2022. 
  
The Infection Prevention Team (IPT) are no longer the first point of call for contamination injuries. Contamination 
injuries are now managed at a ward/department level following the flowchart available on AireShare. 
 
Only injuries that are high risk as identified on risk assessment are referred to IPT between 9am - 5pm Monday to 
Friday and Emergency Department out of hours. 
 
Spotlight on Infection Prevention and Control 
The IPT introduced a new monthly “spotlight on” campaign where they will be showcasing an infection prevention topic 
and focus on a new aspect of it each week.  

· July focused on catheter care and the importance of hydration. 
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FFP3 fit testing: 
The national fit testing team continued to assist the Trust with fit testing throughout July.  
 
Nationally revised guidance, checklists and sit reps continue to be received on a regular basis. These are implemented 
and responded to in a timely manner. 
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Quality, Safety, Experience 

Clinical effectiveness – no avoidable mortality Reporting Month:  July 2022 

Executive Lead: David Crampsey, Amanda Stanford 

Key Indicators for the Board to note 

SHMI* ratio [observed: expected 
deaths]: Mar 21 to Feb 22 is 0.9330 
and is banded* 2 or as expected. 
 
 
(*A method of banding or control limit 
is used by NHS Digital to help decide 
if a SHMI ratio exceeds expected 
limits.) 
 
*Excludes COVID-19 activity. 

 

HSMR*: May 21 to Apr 22 = 106.1 
[Within expected range]   
 
§ Benchmark: small acute peer  
§ Airedale denoted by blue icon 
 
 
Funnel plot source CHKS  

 

Crude mortality: 
 
Peer benchmarking- England, All 
Acute HES [at least two months in 
arrears]: 1.67% [Jan 22] 
 
Trust: latest monthly rate is 1.00% of 
all episodes of care 
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Analysis of current performance 

§ SHMI: for the refreshed reference period the indicator is as expected [Band 2].  Of the diagnoses groups with SHMI 
banding, all are as expected.  

§ The funnel plot above shows the SHMI for individual WYAAT providers for the updated reference period. The 
circles represent the trusts and the extremes of the range [control limits] are indicated by the broken red line.  
Airedale’s SHMI value is below the baseline.  Leeds is a negative outlier.   (Reads left to right: Harrogate, Airedale, 
Bradford, Calderdale, Mid-Yorks and Leeds).  

§ The HSMR funnel plot shows the mortality indices for Airedale (denoted by the blue icon) across the small acute 
provider peer.  Airedale’s HSMR is 106.1for the refreshed period.   

§ Crude mortality is 0.95%% of spells this month (52 deaths). 
 

Improvement actions planned and timescales for implementation 
§ The learning interface between the Medical Examiner service and the Trust Mortality Review process with other 

quality triangulation is being developed through the Patient Safety and Learning Group. This strengthens the 
integrated learning from deaths approach, whilst also recognizing the separate nature of ME and SJR process. 
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Quality, Safety, Experience 

Clinical effectiveness – no avoidable morbidity  Reporting Month:  July 2022 

Executive Lead: David Crampsey, Amanda Stanford 

Key Indicators for the Board to note 

VTE risk assessment completed on 
admission 
 
Local target 
≥ 95% 
 
Trust in latest month 
96.64% 

 

Analysis of current performance 

§ While national collection remains suspended (from March 2020) to release capacity to respond to the COVID-19 
pandemic, local monitoring indicates the target threshold continues to be met with a significant and continued 
performance shift above expected levels.  

Improvement actions planned and timescales for implementation 
§ No targeted action is required at this stage. 
§ The consistently high performance in relation to VTE risk assessment does not negate the need to retain focus on 

avoidable VTE, and identify potential hospital acquired VTE.  
§ The ambition remains to have documentation of VTE assessment for all eligible patients. 
§ The clinical reference group and informatics team have reviewed the reporting criteria to ensure that all appropriate 

patients are captured and that exclusions remain clinically appropriate e.g., short attendance ambulatory patients.  
§ The IT Team have configured SystmOne to have visibility on the bed management screens (as well as individual 

patient records) of outstanding and deferred VTE requests. This should help support ward teams to have ‘at a 
glance’ visibility of those patients whom have not had VTE assessments, with improvement in safety and our VTE 
assessment performance rates. 
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Quality, Safety, Experience 

Clinical effectiveness - Sentinel Stroke National Audit 
Programme (SSNAP) 

Reporting Month:  July 2022 

Executive Lead: David Crampsey, Amanda Stanford 

Key Indicators for the Board to note 

SSNAP Domain 2: Overall team-centred rating score for 
key stroke unit indicator – a composite score graded on a 
five point scale (A ‘much better’ to E ‘much worse’) based 
on an assessment of three individual stroke unit indicators. 

QTR1 2021/22 = C 
QTR2 2021/22 = C 
QTR3 2021/22 = C 
QTR4 2021/22 = D 

 
Local target ≥ B 

Analysis of current performance 

· The published SSNAP for QTR4 2021/22 for the Bradford/ Airedale Single Stroke Service has deteriorated to 
D; the locally generated projected score in QTR1 2022/23 is D. This is a local predictive tool only to inform 
improvement actions.  

· Intelligence suggests that this has been driven by thrombolysis access at BTHT, access to Speech and Language 
Therapist and inconsistent access to Stroke First Responders. 

· National SSNAP is published in arrears. 

Improvement actions planned and timescales for implementation 

· Oversight of improvement actions at Quality and Safety Committee; shared nature of service requires both Trust 
Boards to have visibility of metrics and improvement actions. 

· Act as One sponsored system stroke improvement event held Monday 27th June 2022 
· Executive presence from both Trusts at Stroke operational group and planning meetings 
· Stroke service improvement will be discussed in the Bradford Airedale Exec to Exec meeting in August. 
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Quality, Safety, Experience 

Patient experience – patients living with dementia Reporting Month:  July 2022 

Executive Lead: Amanda Stanford, David Crampsey 

Key Indicators for the Board to note 

 
 
 
 
Cognitive screening - % of 
eligible patients screened 
 
Local target 
≥ 90% 
 
Trust last month: 
93.52% 

 

Analysis of current performance 

· To ensure prompt and appropriate referral to specialist services, all patients aged 75 and over admitted as an 
emergency are screened for dementia or delirium.  

· Performance indicates significant and sustained improvement above the average between November 2020 and 
August 2021. Subsequent performance is on or above the threshold.   

Improvement actions planned and timescales for implementation 
Improving care initiatives include:  
§ Staff education and practice development: mandatory training for clinical and non-clinical staff – including 

volunteers and bank – ensures all staff have knowledge and skills in caring for people with dementia.  During 
the COVID-19 pandemic, dementia awareness training has continued via Microsoft Teams as well as the 
provision of e-learning packages 

§ Patient management and assessment: the Enhanced Care Team was established in July 2020. It comprises of 
a Senior Nurse lead and a team of Health Care Support Workers. The Team aims to develop staff knowledge, 
skills and experience of working with/ caring for people living with dementia whilst providing additional support 
and personalised care for people admitted to the Trust who may be living with dementia or delirium. Due to the 
impact of the pandemic, the Enhanced Care Team has been temporarily re-deployed to work in other areas – 
the team structure is under review and this will be undertaken once the new lead is established in post.  
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Quality, Safety, Experience 

Patient experience – Formal complaints  Reporting Month:  July 2022 

Executive Lead: Amanda Stanford, David Crampsey 

Key Indicators for the Board to note 

Formal complaints [count] 
 
Trust average Mar 20 → 15 complaints 
advised per month 
 
In the last month: 7 
 
 

 
Formal complaint response time: 
 
Local target to resolve complaint: 
≥ 35 [working] days 
 
· Trust average response time Mar 

21 onwards for resolved complaints: 
72.2 

 
 

___ 35-day threshold 
 

 
Analysis of current performance 

§ The increase in formal complaints on average returns was anticipated in view of the ongoing improvement work 
commenced in 2021 to develop and improve quality processes.  Control limits have been re-set to reflect the change 
in the system. We continue to benchmark performance to monitor variation.   

§ While the view is taken that a high complaint rate is less desirable, it is also acknowledged that a high complaint rate 
is indicative of a proactive safety culture.   

§ Of the seven complaints advised this month, none are risk rated red. Two complaints had previous PALS contact.  
Four concern clinical treatment, two values and behaviors and one facilities.  

§ To assess timeliness of closure, the monthly average response time is monitored and has likewise been adjusted, 
in this case to reflect the change to a more robust assurance process. The average response time from March 
2021 onwards is around 72days; returns from the last applicable three months are excluded as data are incomplete 
and likely to skew results. This metric should be evaluated in the context of the historical backlog and increased 
complaint volume. 

· There are currently 37 complaints unresolved and outside the 35-day threshold (this is based on receipt of 
complaint and includes those paused as consent is sought). 

Improvement actions planned and timescales for implementation 
§ Complaint panels are ongoing with divisional teams asked to provide feedback regarding processes to manage 

timelines for investigation – these will be discussed in complaint update meetings with the Chief Nurse 
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§ Patient experience officers now in post and have each been assigned to support divisions the team will support the 
early stage of the process in setting key lines of enquiry, making contact at 7 days and tracking to ensure that regular 
contact is maintained  

§ We continue to experience delays due to the quality of investigations and responses. The interim complaints lead is 
revisiting training to explore a different approach to improving quality. 

§ Targeted work continues to resolve complaints at 50+ days. This includes support with quality assurance of 
responses and investigation skills and oversight by the Chief Nurse  

§ Trajectory has been calculated to drive performance in terms of the number of complaints requiring resolution each 
week to demonstrate and improvement. The number of complaints closed each week has now been included in the 
weekly tracker. 

§ Review of QA process has been undertaken to ensure all stages of the process are clear and working to timescales 
§ Complaints and PALS team now at full capacity with additional senior support now available to support the complaints 

lead   
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Quality, Safety, Experience 

Patient experience – Friends and Family Test [FFT] Patient Reporting Month:  July 2022 

Executive Lead: Amanda Stanford, David Crampsey 

Key Indicators for the Board to note 

Table 1: 
 

  

 

 
“Overall, how 
was your 
experience of 
our service?” 
 
Table 2:   
Analysis of 
positive 
scores fiscal 
rolling three 
months 

 

Table 3:  
Current 
month’s top 
ten words 
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Sentiment 
analysis [the 
opinion, 
emotion and 
attitude] 
towards 
current month 
inpatient  
themes 
 

 

Analysis of current performance 

§ The NHS Friends and Family Test (FFT) is a quick and anonymous way for those using services to give their views 
after receiving care or treatment and allows the Trust to understand satisfaction levels within a service and where 
improvements can be made.    

§ Table 2 indicates the positive percentage score across services based on a rolling three months and using the first 
month as the benchmark.   

§ The Trust-wide response rate is around 12% over the last three months (2439 responses received in the last 
month). 

§ The sentiment analysis of both positive and negative trending themes in the last month continues to generally show 
a positive skew across themes (particularly in staff attitude and implementation of care) apart from waiting times 
and communication. 

Improvement actions planned and timescales for implementation 
§ Real time surveys are now collected weekly in person.  Those patients due for discharge on that day are identified 

for data collection. 
§ Ward boards and all PAL’s notice boards have QR code posters to enable patients to directly access the Friends 

and Family Test feedback service 
§ Unfortunately, the scoping meeting 28/7/22 for Community nursing teams was cancelled. Therefore no further 

progress to explore how they can target their audience appropriately and how to gather specific information about 
the various professions who form this service has been made. 

§ Training remains available on Aireshare and support from Health care communications remains efficient with most 
response times under 24 hours. 

§ The roll out of FFT in children’s services is imminent. 
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Quality, Safety, Experience 

Maternity CQC 
inspection: 

Safe 
Good 
20/09/17 

Effective 
Good 
10/8/16 

Caring 
Good 
10/8/16 

Responsive 
Good 
10/8/16 

Well Led 
Good 
20/09/17 

Overall 
Good 
10/8/16 

Maternity Safety Support Programme:  Yes/No Details as applicable: 

Perinatal quality – safety  Reporting Month: July 2022 

Executive Lead: Amanda Stanford, David Crampsey 

Key Indicators for the Board to note 

Healthcare Safety Investigation 
Branch [HSIB] notifications 
[fiscal] and any other related 
serious incidents 
 
This month: zero. 
 
 
 
 
 
 
 
Investigations include intrapartum 
stillbirth, neonatal death, severe 
brain injury [NHSR’s early 
notification scheme] and maternal 
death) 

 
 

 

 

HSIB referrals trend since inception of the scheme 

    

Proportion of all reported 
patient safety incidents 
resulting in ≥ moderate 
perinatal harm [actual 
outcome]   
 
 

 

Coroner Reg.28/Prevention of future deaths Yes/No Detail as applicable: 

Safety Champion Feedback  § Staffing continues to be the theme of concern for July 2022. 
§ Concern raised around location of medical gases on labour ward 
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Analysis of current performance 

There were no HSIB] notifications [fiscal] and any other related serious incidents in the last month.  One moderate 
harm event was advised (neonatal admission). This is being reviewed for accuracy of level of harm described.  
1 final ratified SI report has been shared with the CCG and the LMNS. This was an SI that was declared in March 
2022. 

 

Improvement actions planned and timescales for implementation 
§ 10.36 WTE Midwives have been recruited to start in Sept/Oct   
§ Staffing is monitored daily. 
§ Weekly start the Week Meetings with managers of all clinical areas to identify areas of pressure and plans. 
§ Specialist Midwives/Managers re-deployed to support clinical activity where required across all areas of the 

service. 
§ Consideration of an increase in staffing risk is being worked through within division. 
§ Staffing paper presented to EDG to consider incentive pay for midwives (to increase uptake of bank shifts). 
§ Escalation of concern relating to relocation of medical gases due to structural work on labour ward.  All areas 

risk assessed with medical gases engineers and labour ward managers.  Problem resolved.  
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Quality, Safety, Experience 
Perinatal clinical effectiveness: no avoidable perinatal and 
neonatal mortality 

Reporting Month:  July 2022 

Executive Lead: David Crampsey, Amanda Stanford 
Key Indicators for the Board to note 
Outlier status for 
perinatal and or 
neonatal mortality 
 
Stabilised and risk-
adjusted extended 
perinatal mortality rate 
(per 1000 births) 
MBRACE-UK 
Surveillance [reported 
annually].   
 
Latest published figures 
2021: 
Airedale NHS FT: [Jan – 
Dec 2019] 
4.29 (3.59 to 5.71) ≥ 5% 
of group average 
Excluding congenital 
abnormalities:  
Airedale NHS FT: 3.59 
[3.05 to 4.66]. 
≤ 5% group average 
 

 

 
Analysis of current performance 
The following are advised in the last month: 
§ Antepartum stillbirth  
§ Neonatal death ≤ 7 days.  Confirmed anomaly identified antenatally. 

 
Improvement actions planned and timescales for implementation 
§ 5 outstanding PMRTs due for completion. 2 are being investigated by HSIB therefore timeframes are paused.  
§ 3 PMRT’s for completion by November 2022.  Assurances provided against compliance to Safety Action 1.   
§ Learning identified in PMRT’s is being shared with the teams and included in the Risk & Safety Bulletin. 
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Quality, Safety, Experience 

Perinatal clinical effectiveness: no avoidable morbidity Reporting Month: July 2022 

Executive Lead: David Crampsey, Amanda Stanford 

Key Indicators for the Board to note 
National Maternity and Perinatal 
Audit (NMPA) performance 
indicators: 
 

1) Proportion of women 
who sustain a 3rd or 4th 
degree perineal tear  

 
National Maternity and Perinatal 
Audit (NMPA) mean (denoted --) 
2017/18 England: 3.3% (latest 
available intelligence) 
 
Trust average in last month: 
3.1% 

 

2) Proportion of women 
with an obstetric 
haemorrhage of 1500 ml 
or more  

 
Y&H average @ QTR3 2021-22: 
3.9% (denoted --) 
 
Trust average in last month: 
3.4% 
 

 
3) Proportion of singleton, 

term, liveborn infants 
with a 5-minute Apgar 
score of less than 7  

 
National Maternity and Perinatal 
Audit (NMPA) mean 2017/18 
England 1.1% (latest available 
intelligence denoted --) 
 
Trust average in last month: 
0.0% 
 

 
Analysis of current performance 

The selected metrics are key indicators within the National Maternity and Perinatal Audit (NMPA).  Performance is 
within the expected range with the average on or close to regional or the national average.   

Improvement actions planned and timescales for implementation 
§ PPH Audit is ongoing; results expected in September and will be received through governance and Safety 

Champions 
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Quality, Safety, Experience 

Perinatal patient experience – service user voice feedback 
(The Ockenden Review) 

Reporting Month: July 2022 

Executive Lead: Amanda Stanford, David Crampsey 

Key Indicators for the Board to note 

Staff 
recommendation 
[2021 returns] 
 
 

Would recommend organization as place to work 
[reported annually] 

Maternity: tbc 
AGH overall: 67.9% 

If friend/relative needed treatment would be happy with 
standard of care provided by organization [reported 

annually] 
Maternity: tbc 

AGH overall: 71.7% 

Proportion of specialty trainees in Obstetrics and 
Gynaecology [O&G] responding with ‘excellent or good’ 

on how they would rate the quality of clinical supervision 
out of hours [reported annually] 

To protect trainee anonymity, the 
GMC survey does not report against 

an individual specialty if there are 
less than three responses – no 
score was reported in O&G for 

2021. 

 
Perinatal - related complaints 2022/23 

 
Analysis of current performance 

§ One complaint 22 –087 (Paediatrics).   
§ No maternity complaints received in July 2022 
 

Improvement actions planned and timescales for implementation 
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Quality, Safety, Experience 

Perinatal Well-led – Governance and Leadership Reporting Month: July 2022 

Executive Lead: Amanda Stanford, David Crampsey 

Key Indicators for the Board to note 

10 maternity safety standards 
Maternity Incentive Scheme – 
progress 
 
Year four: Maternity Incentive Scheme 
Safety Standards received in the Trust 

Safety Action1:- Are you using the PMRT to review perinatal 
deaths to the required standards? 

 

Safety Action 2:- Maternity Services Data Set  
Safety Action 3:- Avoiding Terms Admissions into Neonatal Unit  
Safety Action 4:- Clinical Workforce  
Safety Action 5:- Midwifery Workforce  
Safety Action 6:- Saving Babies Lives   
Safety Action 7:- Maternity Voices Partnership  
Safety  Action 8:- Local training plan to ensure all six core modules 
of the core competency framework 

 

Safety Action 9:- Trust Safety Champions  
Safety Action 10:- 100% reporting to HSIB & NHS Resolutions 
early notification scheme 

 
 

The Ockenden Review – outstanding 
actions 
 
Please note an additional 15 IEAs have 
been received and are currently being 
benchmarked. 

All Maternity SI’s must be sent to Trust 
Board and at the same time to the LMS 
for scrutiny, oversight and transparency.  
This must be done at least every 3 
months 

Process being embedded across LMNS 

Can you demonstrate that the Trust 
Safety Champions are meeting bi 
monthly with the Board Level Champions 
to escalate locally identified concern? 

 

To introduce an independent Advocate 
role who will be available to families 
attending follow up meetings with 
clinicians where concerns around 
maternity or neonatal care are being 
discussed. 

Awaiting further guidance from National 
Teams 

Trust must ensure that multi disciplinary 
training occurs and must provide 
evidence of it.  Evidence to be externally 
validated through the LMS 3 times per 
year. 

Process agreed and being embedded 
across the LMNS 

All women with a complex pregnancy 
must have a named consultant lead and 
mechanisms to regularly audit 
compliance. 

Internal audit in process and being 
embedded.  Further guidance being 
awaited for referral criteria’s to Maternal 
Medicine Centres.  Leeds are the 
commissioned trust 

Workforce Gap Analysis – including the 
additional requirements for the Obstetric 
workforce, MDT ward rounds, additional 
PA’s  and review of existing Job Plans 
required and criteria for consultant 
attendance  

Leadership structure and workforce being 
reviewed.  Business case in progress. 
Benchmarking taking place to evidence 
compliance to the RCOG (2021) Roles 
and Responsibilities of the consultant 
providing acute care in obstetrics and 
gynaecology.   

 

Saving Baby Lives  

Full compliance to all five elements.  Ongoing audit and monitoring of the Saving 
Babies Lives Audits. Audit results are being monitored through Women’s 
governance.   
Areas of non-compliance will require an action plan to meet the CNST standards. 
8th and 9th Consultant planned to be in post in September 2022. (Pre-Term Lead) 
Fetal Monitoring Midwifery Lead appointed and will be in post in September / 
October 2022.   
Saving Babies Lives Survey 6 has been reviewed and submitted to the LMNS 
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Analysis of current performance 

CNST Maternity Incentive Scheme Update:-  
A revised Maternity Incentive Scheme safety actions; Year 4 document, was received in the trust in May 2022.  This 
has been re-benchmarked against compliance. The revised submission date for the declaration is 5th January 2023. 
 
Areas of improvement required against standards are:-  
Safety action 2:- Trusts have an up to date digital strategy for their maternity services which aligns with the wider 
trust and reflects the 7 success measures within the What Looks Good Framework Action:- Maternity and Digital 
leads to agree structure.  Governance to include Women’s Governance, Digital & Data Transformation Group and 
Safety Champions.  Deadline September to LMNS.  
  
Safety Action 4 :- Benchmarking against the RCOG Roles and Responsibilities of the consultant providing acute 
care in obstetrics and gynaecology” into their services.  Action:- Action plan currently being approved.  
 
Safety Action 6:- Saving Babies Lives Audits.  Audits registered and being monitored at Women’s Integrated 
Governance.  Quality Improvement required against Element 3; percentage of women booked who received 
reduced fetal movements leaflet; performance indicator >95%.  Action:- targeted work with community midwives 
and coding in SystmOne.  
 
Safety Action 8:- Training compliance continues to be closely monitored with non compliance to the 90% 
requirement being due to 1) staff absence 2) re-deployment of staff to acute areas. 
§ PROMPT compliance rates are also being closely monitored and are showing improvements.  
§ This is being reported through Women’s Integrated Governance Group via the training dashboards. 
§ K2 compliance and attendance at fetal monitoring sessions is improving and is being closely monitored. 

Performance remains low for attendance at the fetal monitoring sessions due to staffing.  Compliance is being 
reported via the training dashboards and exception reporting to Integrated Performance Review group.   

 
Saving Babies Lives 
 

· Safety Action 6:- Saving Babies Lives audits: Work continues to embed these.  These are monitored for 
compliance at Women’s Integrated Governance. 

· Pre Term Clinics and Pre Term Obstetric Lead work remains ongoing. Pre-Term Obstetric Consultant appointed 
and will be in post September 2022.   

· Midwifery Fetal Monitoring Lead appointed.  Will commence post in September/October 2022.  
 

Ockenden 
 
Work continues to be benchmarked and to agree the governance structure around evidence of compliance, 
exception reporting and ongoing monitoring of progress within the division.   
 
The overarching governance structure across the Women’s, Children’s and Specialist Services is being reviewed to 
improve lines of accountability and reporting from floor to board.   
 
The Ockenden Assurance visit by the Regional team was hosted on the 14th July 2022.  High level feedback included 
service user involvement in attendance to meetings, co-production of guidelines and service changes, how the service 
will reach to local women to improve voices of service users, improved evidence of informed consent and supporting 
women’s choices and further embedding of related audits.  Workforce including obstetric job plans and dedicated 
programmed activities (PA’s) were noted as ongoing and further improvements of evidence of shared learning and 
outcomes of audit to the wider workforce are required.  A full report describing the assurance visit findings and 
recommendations will be received by the trust in the near future and will be presented to Board with the revised 
Ockenden action plan.   

Improvement actions planned and timescales for implementation 
As above. 
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Quality, Safety, Experience 

Perinatal Well-led – Safe Staffing Reporting Month: July 2022 

Executive Lead: Amanda Stanford, David Crampsey 

Key Indicators for the Board to note 

 
Midwife: woman ratio 
 
Standard:  ≤ 1:28  
 
Funded:- 1:24 
Actual: 1:30  
 
 

 
Midwifery vacancies (funded 
establishment):  

Band 5: 
0.0 WTE 

Band 6: 
7.62 WTE 

Maternity Leave:- 5.34 WTE  
Band 7:  

0.0 WTE 

Labour Ward coordinator 
supernumerary (actual) 
 
Standard: 100% (denoted --) 

 
Birthrate Plus acuity tool 
Labour Ward workload   
 
 
Standard: 1: 28 births  
 
Unit diversions YTD:  
Apr 22: 1  
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May 22: 1 
Jun 22: 1 
Jul 22: 1 
 
 
 

 

Registered midwives – 
Labour Ward fill rates  
 
Standard:  90% - 100% 
 
 

 

One to one care in labour (% 
based on confinements) 
 
Standard: 100% (denoted --)  
 

 

Obstetric cover on Labour 
Ward  

Current gaps in rota due to less than full time trainees.  These have been managed 
by Locums who regularly work with ANHST.  Consultant rota vacancy occupied by a 
long-term Locum.   

Analysis of current performance 

§ The 1:1 care in labour for July 2022 is 100%   
§ Labour Ward Coordinator Supernumerary July 2022: 83.8%  

Improvement actions planned and timescales for implementation 
· On-going action planning with the LW team to improve the supernumerary status of the coordinator.  
· Non-compliance correlates with periods of high acuity and reduced staffing.  
· In all cases, redeployment of staff and escalation guidelines have been followed.  

All shifts are released to bank.  Unfilled shifts remain a concern and are being monitored daily by ward managers 
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Quality, Safety, Experience 

Perinatal Quality Surveillance Dashboard Summary Reporting Month: July 2022 

Executive Lead: Amanda Stanford, David Crampsey 

Key Indicators for the Board to note 

 May 22 June 22 Jul 22 

Findings of reviews of all Perinatal Deaths using the real 
time data monitoring tool 

4 outstanding 
PMRT’s  

4 outstanding 
PMRT’s 

5 outstanding 
PMRT’s 

Findings of review of all cases eligible for HSIB reporting Outstanding- pending 
investigations 

Outstanding – 
pending 

investigations 

Outstanding pending 
investigations  

Report on the number of incidents graded Moderate and 
above Zero Zero 1 (admission to NNU) 

being reviewed 

Training Compliance for staff groups in Maternity related to 
the core competencies Threshold >90% 

Obs Cons 60% 
RM 77% 

Anaesthetics 38% 

Obs Cons 90% 
RM 86% 

Anaesthetics 58% 

Obs Cons 90% 
RM 92% 

Anaesthetics 63% 

Staffing on Labour ward – absence rate 17.8% 14.6% 16% 

Obstetric Short Term 1.0 WTE 1.0 WTE 1.0 WTE returned 
phase  

Midwifery  Planned vs Actual average 81% 82% 81% 

Gaps in Rotas Yes – covered by 
substantive locums 

Yes – covered by 
substantive and 

locums 

Yes – covered by 
substantive and long 

term locum 

Service user voice feedback  

Engagement 
sessions not yet 

taken place due to 
clinical acuity 

None reported  

Staff feedback from frontline champions from Safety walk 
rounds 

Staffing and out of 
hours admin cover Staffing and skill mix Staffing and medical 

gases 

External Organisations (g. HSIB/CQC/NHSR) concerns 
raised for actions received directly None None None 

Any Coroner prevention of Future death reports (reg 28) 
received. 0 0 0 

Progress in achievement of CNST 10 Safety actions. Ongoing Ongoing Re-benchmarked – 
work ongoing  

 2020 2021 

Proportion of specialty Trainees in O&G repsonding 
‘excellent or ‘Good’ on how they would  rate thequality of 

clinical supervision out of hours’. (Reported Annually.) 
74% 

To protect trainee anonymity, the 
GMC survey does not report 

against an individual specialty if 
there are less than three 

responses – no score was 
reported in O&G for 2021. 

Proportion of Midwives responding’ agree’ or ‘strongly 
agree’ they would recommened their Trust as a place to 

work or receive treatment (*Reported Annually) 
83.3% 57.9% 
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People and Organisational Development 

Performance Domain: Sickness Absence % Rate FTE Reporting Month:  July 2022 

Executive Lead: Jo Harrison 

Key Indicators for the Board to note 
 
 
 

Sickness Absence 
Rate 

 
Trust Target 

4.00% 
 

Trust In-Month 
Sickness Absence % 

FTE Rate 
6.63% 

 
Trust Rolling 12 Month 
Sickness Absence % 

FTE Rate 
5.78% 

 

 
 

Analysis of current performance 

The chart above shows sickness trend information for the Trust alongside the latest available local benchmark information, 

available up to March 2022. The data includes Permanent and Fixed Term employees and all assignment statuses (excluding 

Bank and Locum) and is extracted from the Electronic Staff Record (ESR) system.   

 

Total sickness absence at the end of July 2022 increased by 0.94% points to 6.63%, 2.63% points above the Trust target of 

4.00%. This is the highest in month sickness rate since January 2022 during the Omicron peak and is 1.20% points above 

sickness reported in July 2021 (5.43%). The rolling 12-month position at the end of July 2022 was 5.78%, an increase of 0.10% 

points in month remaining above the target of 4.00%. Covid related sickness continues to be a key driver for the increase in 

sickness absence and accounted for 23.69% of all sickness absence, an increase of 3.39% points in month. 

 

Long term sickness increased marginally in month to 3.05%, an increase of by 0.37% points. Short term sickness absence 

increased for the third consecutive month, by 0.57% points to 3.58%, the highest level in 12 months.  When excluding Covid 

sickness, short term sickness was 2.05%, the highest reported level since August 2021. 
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The below table shows a divisional breakdown of sickness absence for July 2022 compared to the previous month. 

 

Service Target (%) Sickness Rate 
for July (%)  
Including 
Covid Sickness 

% Increase/ 
Decrease 
compared to 
previous 
month 

Sickness Rate 
for July (%)  
Excluding 
Covid Sickness 

% Increase/ 
Decrease 
compared to 
previous 
month 

Corporate 4.00% 4.17% ↑0.55% 3.38% ↑0.63% 
Diagnostics 4.00% 5.27% ↓0.26% 3.12% ↓0.15% 
Integrated Care  4.00% 6.95% ↑1.30% 4.91% ↑0.31% 
Surgical 4.00% 7.23% ↑0.84% 5.42% ↑0.27% 
Telemedicine 4.00% 9.86% ↑0.59% 5.53% ↓1.03% 
Women & Children’s 4.00% 6.77% ↑0.78% 4.43% ↓0.48% 

 

All divisions were above Trust target of 4.00% in June for the first time since March 2022. When excluding Covid sickness, 

Corporate Services and Diagnostic Services were below Trust target of 4.00% at 3.38% and 3.12% respectively.  

 

The three top reasons for sickness absence remain consistent from June 2022. Chest and respiratory sickness increased by 

7.09% points to 31.1%, the highest reported level since January 2022.  Mental health sickness absence at 20.9%, reduced by 

0.96% points and is the lowest level since April 2022.  Gastrointestinal also reduced by 1.72% points to 8.40% in month. 

 

Weekly reporting of total absence continues.  As of 9th August 2022, records indicate a significant improvement in the 

number of absences related to Covid and no colleagues isolating. Absence as at 9th August was recorded as 6.21%    

Improvement actions planned and timescales for implementation 

Key actions in August: 

1. Promotion and awareness raising of the Trust’s new Working Carers Guidance and Welcome Wellbeing Booklet for 

new recruits.   

2. Commence plans for the Trust’s approach to October’s World Mental Health Day in collaboration with Act as One is 

to commence. 

3. Continue with deep dive into long term sickness cases and implementation of divisional recovery intention plans. 
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People and Organisational Development 

Performance Domain: Turnover % Rate FTE Reporting Month:  July 2022 

Executive Lead: Jo Harrison 

Key Indicator for the Board to note 

 
 
 

Turnover Rate 
 

Trust Target  
11% 

 
Trust 

12.65% 

 

Analysis of current performance 

Turnover data is extracted from the Electronic Staff Record (ESR) system and is based on permanent employees, excluding 

those who move internally between departments and Doctors in Training.  The chart shows the Trust Turnover Rate % (12 

month rolling) FTE. The chart benchmarks the Trust data against the North East and Yorkshire region, current benchmarking 

data for July 2022 is not yet available.  

 

The Trust’s 12 month turnover rate in July 2022 was 12.65%; this has decreased from 12.78% in June 2022 but remains above 

the Trust target of 11%. The tables below show a divisional and staff group breakdown of the turnover rate % FTE for July 

2022 and a rolling 12 month position: 

 

 

 

 

 

 

 

 

 

 

 

Service Turnover Rate for July (% FTE) Turnover Rate (12 month 
rolling) (% FTE) 

Corporate 1.25% 13.24% 

Diagnostics 1.95% 14.78% 

Integrated Care  0.81% 13.30% 

Surgical 0.85% 12.22% 

Telemedicine 1.86% 15.93% 

Women & Children’s 0.89% 11.27% 
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There were 29 leavers in July 2022, the Integrated Care Group had the highest number of leavers in month with 9 leavers; 

followed by the Women’s and Children’s with 8 leavers, Surgical Services with 5 leavers, Corporate Services with 4 leavers, 

Diagnostic Services with 2 and Telemedicine with 1 leaver. The professional groups with the highest number of leavers in July 

were Additional Clinical Services with 11 leavers; followed by Admin and Clerical with 7 leavers, Nursing & Midwifery 

Registered with 7 leavers, Healthcare Scientists with 2 leavers and Add Prof Scientific and Technic and Allied Health 

Professionals both with 1 leaver each. Of the 29 leaver’s in-month, 1 left due to dismissal, 4 left due to retirement age and 24 

leavers were as a result of voluntary resignations. The reasons for voluntary resignation include better reward package, 

promotion, relocation, child dependants, work life balance and other reasons not known.  

 

A retrospective review has been undertaken to understand the number of colleagues who return following retirement, for May 

2022 and June 2022 combined, 15 people retired; 5 returned of whom returned to work; a retire and return rate of 33.3%. 

 

Leaver Conversations 
Following the successful launch of the ESR leaver questionnaire, the People Partnering Team are able to analyse the results 

and triangulate with data that is available through the People Pulse and annual staff surveys. Of the 29 leavers in July 2022, 

10 leaver conversation responses were received (5 paper submissions and 5 though ESR). The leaver conversation response 

rate has increased to 34.5% in July 2022 (compared to 20% in June 2022), which is the highest response rate received since 

the introduction of the ESR process in March 2022. From the triangulation of data, the following themes can be identified for 

future focus: 

· Line manager skills development including effective onboarding conversations with regards to agile/flexible working 

and terms and conditions as part of the recruitment process. 

· Opportunities for career progression  

· Support for colleagues with regards to service pressures and maintaining personal wellbeing  

· Recognition schemes including long service awards and other recognition schemes 

·  

 

Staff Group Turnover Rate for July (% FTE) Turnover Rate (12 month 
rolling) (% FTE) 

Add Prof Scientific and Technical 0.67% 10.35% 

Additional Clinical Services 1.37% 14.79% 

Administrative and Clerical 1.15% 12.07% 

Allied Health Professionals 0.47% 17.24% 

Healthcare Scientists 1.62% 12.85% 

Medical and Dental 0% 7.21% 

Nursing and Midwifery Registered 0.72% 11.27% 
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Improvement actions planned and timescales for implementation 

Key actions in August:  

1. Launch of an engagement pilot across Nursing and AHP teams to understand what colleagues enjoy about working at the 

Trust and areas of focus for improvements, feedback will be used to inform key retention actions. 

2. Development of an approach to exit interviews to support the existing questionnaires, with the option for colleagues to 

speak to a manager outside of their line management structure.  

3. The People Partnering Team will be delivering briefing sessions to managers on how to manage the leaver process 

including how to respond to resignations, conduct exit interviews and complete and submit the termination form.    
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People and Organisational Development 

Performance Domain: % of Filled/Un-filled Bank & Agency 
in hours 

Reporting Month:  July 2022 

Executive Lead: Jo Harrison 

Key Indicators for the Board to note 

 

Analysis of current performance 

Unregistered Nursing - In July 2022 the overall fill rate was 57.97% which is a 6.2% point decrease on the June 2022 fill rate 

which was 64.17%. Demand has increased in July to 2679 shifts (2587 in June). The total number of shifts filled by bank in 

July was 1553.  No shifts were filled by agency.  The number of shifts which remained unfilled was 1126.  Of these unfilled 

shifts 416 were requested within the 6 week request period for optimum fill rate meaning there were 710 unfilled shifts which 

were requested outside this period.  Out of these 701 shifts, 371 shifts had 7 days’ notice or less with the top three reasons 

being enhanced care, short term sickness and vacancies. 

 

Registered Nursing - In July the overall fill rate was 55.08% which is a 4.06% point decrease on the June fill rate which was 

59.14%. Demand for shifts has increased in July by 109 to 2057 shifts (1948 in June) with 924 unfilled. Of the 1133 filled shifts, 
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777 were filled by bank and 356 were filled by agency.  The top three areas using agency were Emergency Department, 

Operating Theatre and HODU Nursing.  Of the 924 shifts that were unfilled, 164 were requested within the 6 week request 

period for optimum fill rate meaning 760 shifts were requested outside this period.  Out of these 760 shifts, 314 has less than 

7 days’ notice with the top two reasons being short term sickness and vacancies. 

  

Medical – In July the total fill rate was 89.45% which is a 1.23% point decrease on the June 2022 fill rate which was 90.68%.  

Demand has increased in July to 1014 shifts (976 in June), with 107 unfilled. Of the shifts filled in July, 645 were filled by bank 

and 262 were filled by agency.  Of the 107 shifts that were unfilled, 18 were requested within the 6 week request period for 

optimum fill and 45 were requested with 7 days or less notice due to Covid, sickness long term, sickness short term, special 

leave, supernumerary and vacancies.     

Improvement actions planned and timescales for implementation 

Key actions for August:  

1. Embed the weekly divisional premium pay meetings to identify areas for more effective use of temporary staffing. 

2. As part of the roster sign off meetings, undertake a review of the shift demand data to understand reasons why shifts are 

being sent to bank to enable a reduction in the number of shifts requested with less than seven days notice.  

3. eRostering and Temporary Staffing teams will begin to attend daily Bed Meetings to provide assurance around the use 

of temporary staff, producing a 72 hour report on unfilled and additional shifts. 
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People and Organisational Development 

Performance Domain: Recruitment Time to Hire Reporting Month:  July 2022 

Executive Lead: Jo Harrison  

Key Indicators for the Board to note 
 

Overall Time to Hire 
Local Target 

56 Days 
 

Trust 
53 days 

 
Vacancy Approval to Advert 

Placement 
Local Target 

10 days 
 

Vacancy control process 
9 days 

 
Approval to advert 

1 days 
 

Trust 
10 days 

 
Duration of Vacancy Open 

Local Target 
14 days 

 
Trust 

10 days 
 

Shortlisting to Interview 
Local Target 

12 days 
 

Trust 
15 days 

 
Interview to Conditional 

Offer 
Local Target 

6 days 
 

Trust 
4 days 

 
Pre-Employment to 
Unconditional Offer 

Local Target 
18 working days 

 
Trust 

14 days 
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Analysis of current performance 

The above chart identifies the number of working days from vacancy request to unconditional offer for vacancies across the 

Trust.  It also identifies the breakdown and how the Trust performs against KPIs for each stage of the recruitment process.   

 

In July 119 adverts were placed, this continues to track above campaigns from previous years.  The overall time to hire was 

53 days on average which is within the Trust’s target.  All areas were within target for July with the exception of the shortlisting 

to interview stage which was reported as 15 days against a target of 12 days.  

 

The shortlisting to interview stage exceeded the target by 3 days, through divisional conversations it has highlighted that the 

drivers for this are higher levels of sickness with recruiting managers being absent and an increased number of applicants for 

some roles which takes recruiting managers longer to process. Work continues to improve planning with recruiting managers, 

the People Partnering team are highlighting breaches with managers to ensure shortlisting is planned at the point of advertising 

and reminders to shortlist within 3 working days from the recruitment team. 

Improvement actions planned and timescales for implementation 

Key actions for August:  

1. Provide additional training for recruiting managers on the vacancy control process on TRAC 

2. Provide a managers guide on skilled worker visa applicants and shortlisting to support an improvement in the shortlisting 

to interview target.   

3. Launch the new Recruitment and Selection Policy with a focus on removing the potential for bias in the recruitment process. 
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People and Organisational Development 

Performance 
Domain: 

AfC Staff Appraisal Rate (12 Month 
Rolling) % Compliance 

Reporting Month:  July 2022 

Executive 
Lead: 

Jo Harrison  

Key Indicators for the Board to note 

 
Appraisal 

Rate 
 

Local Target  
90% 

 
Trust 

51.81% 
 

 
Analysis of current performance 
The overall compliance figure for appraisals has decreased by 1.33% points to 51.81% for July 2022.  

 

The table below shows how compliance has changed across each Division. Data is based on Permanent and Fixed Term 

employees (excludes Bank and Locum), including Active assignment statuses (excludes Suspensions, Career Break, 

Maternity and External Secondment), and excluding medical staff and Non-Executives. New Starters are excluded from the 

data for their first three months in post. Data is taken from the Electronic Staff Record (ESR) system. 

 

 

 
 
 
 
 
 
 
 

Service May-22 Jun-22 Jul-22 
Corporate Services 76.64 76.66 72.93% 
Diagnostics Management 54.78 48.70 50.89% 
Integrated Care Group 62.19 55.69 52.25% 
Surgical Services 55.09 52.41 50.87% 
Telemedicine 34.92 34.38 41.54% 
Women & Children Services 39.62 41.73 43.30% 
Trust Total 55.90 53.14 51.81% 
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A review of the supporting documentation for appraisals has been undertaken, the feedback received from divisions has 

been informed the review of the paperwork. Key changes include the option to hold ‘Group Objective’ discussions within 

teams to demonstrate and celebrate how each individual roles contributes to achieving the Trust strategic objectives. The 

intention is to provide a more time efficient paperwork process, which will reduce the repetition of team objective and 

therefore aid towards compliance.  

 

The continued roll out of manager self service will support divisions to be able to record appraisals in an efficient way, the 

system will also provide an opportunity to resolve any out-of-date information. The full roll out of manager self service will be 

complete by September 2022.  

Improvement actions planned and timescales for implementation 
Key Actions for August: 

1. Publication and provision of appraisal training sessions, with a targeted approach to areas where compliance is low. 
2. Undertake a trial of the revised appraisal paperwork as part of final ratification process ensuring that it is user 

friendly and fit for purpose 
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People and Organisational Development 

Performance Domain: Mandatory Training % Compliance Reporting Month:  July 2022 

Executive Lead: Jo Harrison  

Key Indicators for the Board to note 

 
Mandatory Training 

Rate 
 

Local Target  
90% 

 
Trust 

88.96% 
 
 

 
 
Analysis of current performance 
 
Mandatory Training data is based on Permanent and Fixed Term employees (excludes Bank and Locum) and is taken from 

the Electronic Staff Record system (ESR). Data includes Active assignment statuses (excludes Maternity, Suspensions, 

Career Break and Doctors in Training). The data in the above graph shows mandatory training compliance levels across the 

Trust on a rolling basis.  
 

From June to July 2022 there has been an increase in compliance by 0.10% points, with overall compliance now at 88.96%. 

In the month of July compliance for the Fire Safety requirement is now above 90%. As a result of the additional face to face 

sessions delivered the safeguarding team compliance for Safeguarding Children (Level 3 Additional) has increased from 

69.05% to 89.47%.   

 

The e-learning for health interface project is entering the final stages of implementation, a request has been made to turn on 

the interface which will allow data relating to training undertaken on the external platform to be included in local compliance 

information. This option will also increase the accessibility of e-learning programmes giving web-based options outside of the 

current OLM system. An enabling workstream relating to cleansing applicant data is underway and will continue throughout 

August.   
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The data below shows figures for the last three months, allowing for a direct comparison.  

 

 

Directorate May-22 Jun-22 Jul-22 
Corporate Services 93.09% 92.97% 91.94% 
Diagnostics Management 93.16% 93.49% 94.97% 
Integrated Care Group 88.33% 87.96% 87.89% 
Surgical Services 88.74% 89.69% 89.64% 
Telemedicine 90.97% 89.89% 91.85% 
Women & Children Services 87.06% 86.93% 87.55% 

    
Competence Name May-22 Jun-22 Jul-22 
Basic Life Support 72.31% 72.35% 70.82% 
Blood Transfusion 89.63% 89.67% 88.07% 
Conflict Resolution 93.48% 93.12% 92.96% 
Consent 89.22% 91.77% 92.24% 
Data Security Awareness (Information Governance) – 
95% target  88.91% 87.52% 87.76% 
Dementia Awareness (inc Privacy & Dignity standards) 95.13% 95.15% 95.07% 
Equality and Diversity 95.65% 95.74% 95.59% 
Fire Safety 89.01% 89.39% 90.37% 
Health, Safety and Welfare 95.71% 95.68% 95.72% 
Infection Prevention and Control - Level 1 88.40% 88.82% 88.38% 
Infection Prevention and Control - Level 2 87.42% 87.52% 87.90% 
Manual Handling - Object 93.78% 93.63% 94.39% 
Manual Handling - People 72.52% 74.28% 73.55% 
Safeguarding Adults (Level 1) 90.38% 90.73% 90.35% 
Safeguarding Adults (Level 2) 88.57% 87.88% 88.37% 
Safeguarding Adults (Level 3) 93.94% 90.91% 84.85% 
Safeguarding Children (Level 1) 89.96% 89.27% 89.44% 
Safeguarding Children (Level 2) 86.15% 87.16% 87.62% 
Safeguarding Children (Level 3 Additional) 76.74% 69.05% 89.47% 
Safeguarding Children (Level 3) 75.39% 74.14% 84.97% 
Safeguarding Children (Level 4) 100.00% 100.00% 100.00% 

    
Staff Group May-22 Jun-22 Jul-22 
Add Prof Scientific and Technic 91.61% 92.11% 91.62% 
Additional Clinical Services 87.76% 87.43% 87.54% 
Administrative and Clerical 93.51% 92.89% 92.32% 
Allied Health Professionals 90.32% 89.95% 90.45% 
Estates and Ancillary 91.53% 88.14% 83.05% 
Healthcare Scientists 85.43% 88.57% 89.18% 
Medical and Dental 83.34% 84.40% 84.83% 
Nursing and Midwifery Registered 88.22% 88.36% 88.65% 
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Improvement actions planned and timescales for implementation 
Key actions for August:  

1. Learning Disability and Autism local e-Learning to be created until national package is available, to be discussed by 

the Mandatory Training Group. 

2. Process to be agreed with Workforce Information to enable the separate reporting of mandatory and essential skills 

training  

3. Explore the possibility of an automated follow up process with Information Services colleagues.  
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People and Organisational Development 

Performance Domain: Staff Friends and Family Test Reporting Month:  July 2022 

Executive Lead: Jo Harrison 

Key Indicators for the Board to note 

 

Analysis of current performance 

July 2022 saw the launch of the Quarter 2 People Pulse Survey, this survey focused on Employee Engagement. The 

response rate for July was 4.97% which is a magical decrease of 0.32% points on the quarter one response rate reflecting 

the ongoing development of the People Pulse approach to engagement.  

 

Analysis of quarter 2 data shows an Engagement score of 6.69 which has reduced by 0.03% points from quarter 1. The 

percentage of colleagues that would recommend the Trust as a place to work decreased by 2.2% points, however continues 

to be above the NHS average of 46%. A theme continues to be highlighted around workload pressures with 20% of 

colleagues reporting feelings of high workload leading to low levels of motivation. This will be a key focus on retention work 

going forwards.  

 

In addition to themed questions, each month standard questions gather data on colleague mood, feelings and feedback that 

they would like to provide to the organisation.  A common theme in July continues to be that communication across the 

organisation is important and can be developed and the need for improved line manager skills. These themes will be 

triangulated into ongoing retention work to ensure a focused response.  
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Improvement actions planned and timescales for implementation 

Key actions for August: 

1. Promotion of August People Pulse Survey which will focus on Recognition, making full use of the new QR code 

enabled access aiming to increase response rates. 

2. Developing an infographic showcasing the People Pulse responses from Quarter 2 survey that can be communicated 

across the Trust. 

3. Review any divisional themes identified from the hierarchical data when available in August 
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Finance and Activity 

Performance Domain: Financial Key Metrics Reporting Month:  July 2022 

Executive Lead: Amy Whitaker 

Key Indicators for the Board to note 

 
 

 

Analysis of current performance 

Key Considerations:                             
                                                                                                                                                                                                              

· The underlying position at month 4 is a deficit of £2.1m, £2.1m worse than plan. This position in mainly drive by the 
waste reduction target not being achieved in full.  

 
· Waste Reduction Programme (WRP) achievement is £3m at the end of July, £0.6m worse than plan.   
 
· Agency Spend is £2.136m driven by both nursing and medical staff expenditure. 
                                                                                                                                                                                  
· The Group cash position is £4.96m behind plan at the end of July.  This is largely due to timing differences on receipt 

of income. The impact on cash of the £2m Trust deficit is offset by the better than planned cash position of AGH 
Solutions Ltd.   

 
· Invoices paid within 30 days (target 95%).  Achieved 94% on number of invoices paid within 30 days year to date. 

Achieved 94% on value of invoices paid within 30 days year to date.  Both metrics exceeded 95% in the month of July. 
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Finance and Activity 

Performance Domain: Capital and Cash Reporting Month:  July 2022 

Executive Lead: Amy Whitaker 

Key Indicators for the Board to note 

Cash 

 

  

Analysis of current performance 

The Group cash position at the end of July is £4.96m behind plan.  
 
This is largely due to timing differences on receipt of income.  
 
The impact on cash of the £2m Trust deficit is offset by the better than planned cash position of AGH Solutions Ltd 
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Capital 

 

Analysis of current performance 

The actual capital expenditure to the end of July is £405k. 
 
The year to date plan is £8.1m, which is £7.7m underspent.   
 
£6.3m of the underspend related to the RAAC scheme. Once the RAAC plan is finalised this can be amended.  
 
The remaining £1.4m underspend related to business as usual schemes. This position has been scrutinised and presents no 
delivery risk at this stage. 
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Finance and Activity 

Performance Domain: Pay Expenditure and Analysis Reporting Month:  July 2022 

Executive Lead: Amy Whitaker 

Key Indicators for the Board to note 

 

 

Analysis of current performance 

The reported month 4 pay position is an overspend of £1.15m. This includes income funded posts of £0.73m, leaving an 
underlying overspend of £0.43m. This is an improvement on the Month 3 position, due to funding for the National Insurance 
increase allocated to the Divisions in month 4. The overspend is predominantly due to the gap on delivery of the year to date 
WRP target, which is shown across infrastructure, medical and nursing lines, as well as overspends on medical staffing, 
nursing and support to nursing where bank and agency staff are being used to cover sickness, vacancies and operational 
pressures. Further WRP support was allocated to the Divisions in Month 4. 
 
Performance against the Trust’s internal agency plan is an overspend of £0.842m. The NHSE agency cap for 22/2 is £6m 
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Pay Analysis Medical 

 
 
The medical pay position is overspent by £0.297m which relates to locum and agency cover for vacancies and sickness across 
a number of specialties and posts covered by education and training income.  
 

 
The qualified nursing pay position is overspent by £1.487m. This is due to bank and agency usage in ward areas to cover 

sickness and vacancies as well as slippage on the WRP. Incentive payments ceased in June, and we have seen a decrease 
in spend. 
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Support to nursing is underspent by £0.3m. The incentive payments ceased in June, and therefore we have seen an overall 
reduction in spend. 
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Finance and Activity 

Performance Domain: CIP   Reporting Month:  July 2022 

Executive Lead: Amy Whitaker 

Key Indicators for the Board to note 
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Finance and Activity 

Performance Domain: Elective Activity Reporting Month:  July 2022 

Executive Lead: Amy Whitaker 

Key Indicators for the Board to note 

 

 

 
 

 

There has been no significant change to weekly IP elective activity during July with numbers averaging c.45 per week. Day case activity increased c.12% compared to numbers 
seen in June, averaging around to 575 per week. 
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Finance and Activity 

Performance Domain: Non-Elective Activity Reporting Month:  July 2022 

Executive Lead: Amy Whitaker 

Key Indicators for the Board to note 

 

 

 
 

 

The number of patients accessing Urgent and Emergency Care pathways in July were slightly higher than June on an admissions per day basis. There were 67 admissions per 
day in July compared to 64 in June. There has been no significant change to Type 2 attendances or Admissions via A&E. 

 



 

  

Date of Meeting: Wednesday 7 September 2022 

Meeting:  Public Board of Directors 

Title of report:  High Level Risk Register  

Author: Jo Middleton  

Previous Forums: Quality & Safety Committee, 26 July 2022 
 

Purpose of the Report 
This report provides the Board of Directors with an update regarding the high levels risks and mitigations 
in place within the organisation along with the detail of movement since last reporting at the 26 May 
2022 meeting. 
 

Key Points to Note  
 
This report relates to actions agreed at Risk and Compliance in July 2022. There was no meeting 
held in August 2022 with the next meeting scheduled for 14 September 2022. 
 
There were 13 high level risks, the highest risk relates to the structural impact of aerated concrete 
across the Trust, scored at 25. In addition to this overarching risk there are 3 additional risks relating 
specifically to the aerated concrete risk and a further AGHS risk which are considered at AGHS 
Risk and Compliance meeting. 
 
Staffing risks in nursing across medicine and surgery relate to the skill mix due to recent recruitment 
initiatives and the potential risk for impacting on the quality of patient experience and delivery of 
care. These risks were reduced to medium risk and approved at July Risk and Compliance meeting 
reflecting the ongoing education and training program to support new and existing staff. 
 
The ED nurse staffing risk remains at 15 due to the number of vacancies and the skill mix. A 
recruitment trajectory is in place and will see most of these vacancies filled by October 2022. A 
robust induction and preceptorship plan is in place to support new staff. This risk will be reviewed 
again in October 2022 to reflect the position. 
 
The Midwifery staffing risk score was considered at the Risk and Compliance meeting on 5 July 
2022 and has been increased to 16. Ongoing mitigations in place to manage the risk including 
pause of Continuity of Carer and management of existing resources, however, the number of 
vacancies and short term absence is affecting the ability to manage the risk reflected in the 
increased score. A number of further actions have been identified and a review of this risk is 
planned for consideration at September Risk and Compliance meeting. 
 
An emerging risk has been identified regarding SSNAP quality indicators which may impact on 
Airedale patients. This risk is being considered in the medical division and will be discussed at the 
September Risk and Compliance meeting. 



 

  

 

 

 

 

7 

 

 

 

 

 
There have been improvements in 2 risk scores relating to: 

• Use of SDEC area in AAU due to revised SOP introduced  
• Employee health and wellbeing due to improvements in absence figures 

 
There were 3 risks closed in July 2022 

• Cath lab environment – closed as upgrade and refurbishment almost complete  
• Achievement of national cleaning standards – closed as minimum requirements met to go 

live * new risk accepted regarding standards of cleaning risk score 12 
• Si investigations – closure accepted as process in place to support investigators and 

incident tracking 
 

There were 2 risks with increased score accepted: 

• Financial obligations/stability -Ability of the Trust to meet waste reduction targets resulting in 
a risk to underlining liquidity 

• Maternity staffing – ability to achieve agreed workforce models due to high number of 
vacancies 

 

EQIA – Equality Impact Assessment  

No impact identified  

Fit with strategic objective 
Population Patients People Partnership Progressive 

x x x x x 

Recommendation  

The Board is asked to note the changes since last reporting and consider, challenge and note the 
emerging risks.  
 



 

  

High Level Risk Register 
Public Board of Directors  

7 September 2022 
 
Introduction  
The Risk and Compliance Group reviews risks rated 15 and above and since last reporting to the 
Board, has met on 5 July 2022.  During this meeting, assurance was received for several risks to 
influence any change in scoring along with robust challenge to the assurances given. 
 
Whilst there is mitigation in place for the high level risks, the impact could have a direct bearing on 
requirements within the NHS Improvement Accountability Framework, CQC registration or the 
achievement of Trust policies, aims and objectives should the mitigation plans be ineffective. 
 
At the time of reporting and following the decisions taken at the Risk and Compliance Group meeting 
July 2022, there were 13 risks scoring 15 or above on the Trust High Level Risk Register.  
 
Background/Context  
The governance structure is the vehicle for the assurance of robust risk management from ward and 
department to Board and as part of this the Board receives a report on the high-level risks – those 
scoring 15 and above at each meeting. 
 
 Position reported at July Risk and Compliance meeting 
 
RAAC1 Aerated Concrete 
The Executive RAAC Group is monitoring this risk following the collapse of a ceiling within the Trust 
late in 2020. Emergency funding was requested and granted to complete the required estates work. 
There remains no final confirmation of funding for a new hospital and therefore the financial resource 
that may be required to sort the problem long-term will need to be requested from elsewhere.  
Oversight of this risk remains with the Executive Directors and continues to be reported to the Board. 
Risk score remains at 25  
 
There are 3 additional risks relating to RAAC and roof panels in specific areas all scoring 15 on the 
high level risk register. These are discussed at the AGHS Risk and Compliance meeting. 
  
An additional risk at 15 is also on the high level risk register relating to AGHS closed pension order 
with changes agreed to T&Cs at neighbouring Trust resulting in risk of setting precedence.  This risk 
has been discussed at AGHS Risk and Complainec meeting. 
 
IPS_Path_RAF_003 - Pathology LIMS Pathology Laboratory Information System - (LIMS) 
Failure of the IPS Pathology Laboratory Information System (LIMS) will lead to serious disruption to 
patient care (including direct clinical risks and delays in patient pathway) and Trust business. Limitations 
of current LIMS also contribute to existing risks across Pathology. Risk & Compliance Group is assured 
that there is a robust plan across West Yorkshire to address the issue with Airedale in the first rollout 
phase in 2022. Once the rollout of the new system has been completed it is anticipated this risk will be 
brought for closure, until then risk score remains 20 
Risk score remains at 20 
 
 
 
 
 



 

  

Pharm 86: Failure to complete and send discharge letters on SystmOne 
Since last reporting, there have been discussions regarding validation of data to understand actual 
backlog as some discrepancies have been noted. The Power BI report continues to be revalidated 
and a deep dive exercise is underway across the divisions to test the impact of the controls to 
ascertain whether there are any additional actions required. An additional action has been added as 
part of this work to understand the timescale for completion and report back into the risk and 
Compliance Group. 
Risk score remains at 16 
 
Pharm 69 - EPMA Systems (electronic prescribing and medicines administration)  
There is a risk to patient care and patient safety from medication errors due to prescribing and 
administration errors. It was agreed that there are controls in place to mitigate the risks however 
there needs to be a digital solution to this. It was agreed that the risk score remains at 15. It was 
agreed that this risk would reduce when the new EPMA system goes live in Spring 2024. 
Risk score remains at 15 
 
Paeds 06/2020 -Gap in psychology support for children and young people with diabetes 
The diabetes team have a duty under best practice requirements to provide psychological support 
to the children and young people on their case load. The psychological support should be from a 
trained psychologist and should be available to support children and young people with the diagnosis 
as well as the ongoing management of the disease. The division are pursuing an offer at Place to 
provide virtual support rom September 2022. The divisional team are reviewing this risk to 
understand harm as there have been no incidents reported as a result of the current provision. A 
review will be undertaken at September Risk and Compliance meeting. 
Risk score remains 16 
 
UC007 Emergency Department Nursing 
 
This risk is due to the requirement for an increased workforce model to meet increased urgent care 
demand. Investment has been made into workforce models to meet demand and work is ongoing to 
recruit into the model with a recruitment trajectory in place. In the interim period the department is 
managing a high number of vacancies with mitigations in place to support staffing gaps. Work is 
ongoing to address skill mix issues through a training and education plan. This risk will be reviewed 
in October in lien with recruitment trajectory. 
Risk score 15 
 
Q&S010 Trust Procedural Documents 
Work has been completed to ensure that procedural documents are aligned to a responsible director. 
We continue to have a large number of documents that are out of date however there is a process 
to agree extensions through PDRG in place. Further work is ongoing to align each policy to an 
appropriate governance group for their oversight and support with decision making regarding 
duplicate policies. An update on this will be provided at Septembers Risk and Compliance meeting. 
Risk score remains at 15 
 
Paeds 02/22 Failure to Establish a Paediatric Middle-Grade Tier 
A discussion was held regarding the current status which is that we have now established a middle 
grade tier. The Division are reviewing this score in view of this and will update at September Risk 
and compliance meeting. 
Risk score 15  
 
 



 

  

FIN-2017-16 Controlling costs 

Risk of inability to control costs within the allocated control total at the same time as maintaining 
quality and safety. Risk reviewed at financial SLT and agreed that Q! financial forecast is unchanged. 
Workforce transformation scheme has been approved. ERF internal activity plan developed in 
readiness for reporting 

Risk Score 15 

 
IT2020-03 Loss of IT services due to cyber attack 

A deep dive into digital and information governance risks has been carried out and it has been agreed 
to increase the score of this risk from 12 to 15.  A further update about the mitigations in place will 
be brought to the June Risk & Compliance Group meeting. 

Risk score 15 

Risks with increased scores 
 
MAT 09/2019 Midwifery staffing levels 
Following review at the Divisional Governance Group a recommendation was made to increase the 
risk score to 16 due to the current impact on vacancies on the ability to work to the agreed workforce 
models. An escalation process is in place and there is monthly review of this risk through the 
women’s governance group. given the mitigations in place and the fact the risk is reviewed at division 
on a monthly basis. This includes oversight and scrutiny of key quality indicators  
Risk score increased to 16 (from 12)  
 
FIN-2017-16 Financial obligations/stability 
Ability of the Trust to meet waste reduction targets resulting in a risk to underlining liquidity. This risk 
was reviewed at finance SLT and in view of current waste reduction targets it is unlikely that the 
Trust will deliver its financial obligations. The team are working on grip and control measures and 
revising approach and reporting structures to monitor delivery against the target. 
Risk Score increased to 15 
 
 
Risks with Reduced Scores  
 
HRKD2 Health and wellbeing of our People 
The health and wellbeing of our people risk has been reviewed with a reduction in the likelihood 
score from 5 to 4.  This will be kept under review as we are still seeing slight fluctuations in absence 
levels but the review has been through the governance meeting and the consequence score is 3. 
Risk score reduced to 12 
 
UC008 use of SDEC room for inpatients  
There will always be a risk that this room is used for inpatients which impacts on urgent care flow 
and creates a risk from a quality and safety perspective as this area is not staffed as an inpatient 
area. 
Risk reduced to 9 
 
 
 
 



 

  

Closed risks  
 
NCS1 Achievement of National Cleaning Standards 
This risk was in place to monitor the ability to go live with the implementation date for the National 
Cleaning Standards. AGHS confirmed that minimum elements had been introduced to enable go live 
to the agreed timescale. In view of this it was proposed that this risk was closed with a new risk 
opened that reflects the current challenges with the delivery of cleaning standards. A new risk was 
agreed at a score of 12. 
Risk closed   
 
Q&S011: Serious Incident Investigations 
It was proposed to close this risk due to support now being in place for the management of the 
declared serious incidents. 
Risk closed  
 
01 Cath lab  
Refurbishment and upgrading of equipment is on track and nearly complete and, on that basis, it 
was requested to close down this risk. 
Risk closed 
 
 
Emerging Risks 
 
The following emerging high-level risks were highlighted during the July Risk & Compliance meeting, 
They require further scrutiny and discussion at divisional level with updates requested at the 
September meeting.    
 

• Risk of failure to deliver respiratory outpatient service- 
• Stroke speciality – risks around single stroke pathway due to deterioration in quality indicators 

which could affect Airedale patients on the stroke pathway 
• Delays in upper Gi patients being seen in line with the pathway  

 
Next steps  
All high level risks will be reviewed at Risk & Compliance Group, 14 September 2022. 
 
Conclusion  
There is now an established governance process for reviewing risks, controls and gaps in controls 
at divisional level and at Risk & Compliance Group. High level risks are also discussed at the relevant 
committees and there is increased scrutiny and challenge through these processes.  
 
Recommendations  
Board are asked to note the changes since last reporting and consider, challenge and note the 
emerging risks.  
 



 

  

Date of Meeting: Wednesday 7 September 2022 

Meeting:  Public Board of Directors 

Title of report:  Board Assurance Framework  

Author: Keith Haynes, Interim Director of Corporate Affairs and Stella Jackson, Head 
of Corporate Governance 

Previous Forums: None 

Purpose of the Report 

This report contains an update regarding the Board Assurance Framework (BAF) which captures the 
strategic risks to delivery of the Trust’s Strategy. 

Key Points to Note  
  
The BAF is an evolving document which contains information regarding the controls in place to 
manage the strategic risks, the gaps in these controls, assurances that the work we are doing to 
manage the risk is working and additional assurances needed.  It also outlines current and longer-
term actions being undertaken. 
 
The BAF is regularly updated and changes made to it are reviewed and scrutinised by the Audit and 
Risk Committee and relevant Board committees prior to consideration by the Board.  This process 
ensures the strategic risks receive regular attention.  The People related risks have been updated 
since the last People Committee meeting and the changes are highlighted through track changes.  
These will be forwarded to the September People Committee for consideration. 
 
Nine of the strategic risks are scrutinised at Committee level and three (detailed below) require Board 
scrutiny.  These are: 
 

· 10/21 – risk of not being able to secure sufficient financial funding; 
· 11/21 – risk that the governance arrangements at ICS and Place level impact on the Trust’s 

decision making powers; and 
· 12/21 – the impact of RAAC on the hospital. 

 
The latest iteration of the BAF is attached at Appendix 1. 
  
EQIA – Equality Impact Assessment  

As part of the assessment of each risk on the BAF, colleagues are asked to consider the impact on 
equality across all protected characteristics. 

Fit with strategic objective Population Patients People Partnership Progressive 



 

  

 

 

 

   X X 

Recommendation  
That Trust Board:  
 

· Notes the Board Assurance Framework update;  
· Considers whether any further work is required or underway to manage risks 10/21, 11/21 and 

12/21; and 
· Considers whether risks 10/21, 11/21 and 12/21 remain the right ones. 



 
 

 

 

 

 

 

BOARD ASSURANCE FRAMEWORK 2022/23 
 
Board of Directors May 2022 
 

 

  



 
 

Our strategic aims are: 

§ Patient-centred - Providing personalised, safe, 
high quality care and experience 

§ Supporting our people to thrive and flourish in 
all that we do 

§ Services that are progressive through 
continuous improvement, innovation and 
development 

§ Working in partnership with others, delivering 
transformation and future sustainability 

§ Meeting our populations’ needs - Involving and 
engaging our communities in providing health 
care 



 
SUMMARY RISKS 

Ref Risk Description Initial 
Score 

Current 
Score 

Target 
Score Lead Lead 

Committee 
Risk 

Appetite 
Strategic Aim: Patient-centred - Providing personalised, safe, high quality care and experience 

01/21 
Risk that patients do not receive high quality, safe care due to limited compliance with internally 
and externally set quality and safety standards resulting in poor patient experience or patient 
harm 

12 12  8 AS Q&S TBC 

02/21 Risk of those engaging with our services of having a poor experience due to a lack of a 
compassionate person centred care being delivered consistently 9 9  6 AS Q&S TBC 

03/21 Risk that patients may not be able to access timely access to planned care or emergency care 
due to the volume of patients waiting resulting in harm 15 12 6 RA FPD TBC 

Strategic Aim: Supporting our people to thrive and flourish in all that we do 

04/21 
Risk of not being able to deliver the workforce plan due to the national labour market shortages 
and increased turnover, resulting in an inability to deliver safe, effective and responsive care for 
patients.  

12 12  9 JH People;  TBC 

05/21 
Risk of increased sickness absence and loss of productivity due to the recovery of services and 
the on-going impact of the Covid-19 pandemic resulting in an inability to deliver a high quality 
services 

9 12 6 JH People TBC 

06/21 
NEW 

Risk of decisions being made that are not culturally sensitive, due to a workforce and leadership 
population that is not representative of the communities we serve resulting in a lack of inclusive 
employment practices and care pathways 

- 12 6 JH People TBC 

Strategic Aim: Services that are progressive through continuous improvement, innovation and development 

07/21 Risk that we do not achieve our digital ambition due to a lack of a comprehensive programme of 
technology enabled transformation, adequate funding and available capacity and expertise. 16 16 = 12 PR FPD TBC 

08/21 Risk that the current IT processes and systems are not fit for purpose and / or vulnerable to 
cyber security breaches 15 16  10 PR FPD TBC 

09/21 
Risk that the Trust will not deliver the longer term financial plan due to reduced income, 
inability to deliver the cost improvement plan and additional pressures resulting in regulatory 
intervention. 

16 15 12 AW FPD TBC 

Strategic Aim: Working in partnership with others, delivering transformation and future sustainability 

10/21 
Risk that the Trust will not secure sufficient capital funding to mitigate the risk aligned to the 
Reinforced Autoclave Aerated Concrete (RAAC) and therefore an inability to maintain facilities 
over the longer term to meet safety and regulatory standards 

20    25 = 9 AW Board TBC 

Strategic Aim: Meeting our populations’ needs - Involving and engaging our communities in providing health care 



 
11/21 Risk that governance arrangements at an ICS and Place level will reduce the Trust’s decision 

making powers impacting on the provision of services for our local community 15 8  4 FA Board TBC 

12/21 There is a risk that the rate of deterioration of the RAAC and/or structural framework of 
the building could lead to the rapid decline of the building, despite remedial structural 
solutions being put in place 

20 20  15 FA Board TBC 



 
HEAT MAP 

 

LIKELIHOOD 
(frequency) 

CONSEQUENCE (impact / severity) 
Insignificant (1) Minor (2) Moderate (3) Major (4) Extreme (5) 

Almost certain (5) 

    10/21 RAAC Capital 

Likely (4) 

  

03/21 Access to care  
05/21 Sickness  
06/21 Equality 
 

07/21 Digital 
08/21 Cyber  
04/21 Workforce 
Shortage 

12/21 RAAC 
management 

Possible (3) 

  02/21 Engagement 01/21 Quality of care 
 09/21 Finance  

Unlikely (2) 

   11/21 Governance  

Rare (1) 

     

 

 

  



 

Strategic Aim: Patient-centred - 
providing personalised, safe, high 
quality care and experience 

Assurance Rating: 

Q1 Q2 Q3 Q4 

R    

Risk Description 

Risk that patients do not receive high quality, 
safe care due to limited compliance with 
internally and externally set quality and safety 
standards resulting in poor patient experience 
or patient harm. 

Risk  
Ref: 01/21  

Committee Lead Quality and Safety Committee Date Added: 1 April 2020 

Lead Director Executive Chief Nurse/Medical Director Date Reviewed: 4 July 2022 

Lead Manager Deputy Chief Nurse/Deputy Medical Director Last discussed: 

Audit and Risk Committee, 
13 July 2022 
Quality and Safety Committee, 
26 July 2022 

Current Risk Rating Consequence Likelihood Score 
4 3 12  

Controls 
(What are we doing about the risk) 

Gaps in Controls 
(Where are we failing to put systems in place) 

Assurances  
(How do we know if it’s 
working) 

Gaps in assurance 
(What additional assurance do we 
need) 

· Strengthened governance 
structure in place 

· Good compliance with mandatory 
and essential training 

· Quality dashboard report 
· Good levels of incident reporting 
· Quality Review Group (QRG), 

Divisional Quality and Safety 
bards, and Patient Safety and 
Learning Group now embedded 
and meeting regularly 

· Quality Strategy approved by the 
Board 

· Internal audit programme better 
aligned to Quality priorities 

· The embedding of consistent governance 
processes within individual departments 
needs further work 

· The ward to Board assurance framework 
needs further embedding 

· Roll-out of Quality Strategy impacted by 
Covid-19 

· Alignment of clinical audit schedule to 
Quality priorities and National Standards 

· Ready access to data for improvement 
within clinical and operational teams 

· Absence of an electronic patient record 
· Capacity and capability for cross-

organisational quality improvement 

First Line 
· IPRs show good 

performance with quality 
and safety measures 

· QRG/Patient Safety 
Learning Group/Divisional 
Quality Safety Board 
meetings 

· Complaints Panel and 
reporting 

· Internal peer review 
process 

· Serious Incident Assurance 
panel 

· Matron Assurance 
Framework now in place 

 

· Non-Executive Director 
Safer Patient Initiative 
(NED SPI) walk arounds 
compromised by Covid 

· Some local and national 
audits paused due to 
Covid 19 

· Consistent Equality 
Quality Impact 
Assessment (EQIA) 
approach to service 
change 

· Consistent key 
performance indicators 
(KPIs) for ward level 
assurance 



 

 

 

 

  

· Risk management processes 
within individual directorates and 
divisions strengthened 

· Upskilling in patient safety and  
experience response  
 
 
 
 
 
 
 

 
 

Second Line 
· Quality and Safety 

Committee/Board reports 
show good compliance 

· Integrated Board Report 
(IBR) significantly 
enhanced and agreed at 
Board 

· Internal audit reports show 
good compliance 

Third Line 
· CQC rating – currently 

`requires improvement’ 
· External peer review 

process 
· CQC Insight report       
 

Immediate Actions Timescale Lead 
· Improvement in complaints 

trajectory 
· Improvement of risk approach 
 

December 2022 
 
December 2022 
 
  

Executive Chief Nurse 
 
Executive Chief Nurse 

Longer term actions 
· Quality Improvement methodology and embedding 
· Quality assessment of reset plans and winter plans to be confirmed 
Links to Risk Register:  
None 

 Residual Risk Rating Consequence Likelihood Score 
4 2 8 



 

Strategic Aim: Patient-centred - 
providing personalised, safe, high 
quality care and experience 

Assurance Rating: 

Q1 Q2 Q3 Q4 

R    

Risk Description 
Risk of those engaging with our services 
having a poor experience due to the lack of 
compassionate person-centred care being 
delivered 

Risk  
Ref: 02/21  

Committee Lead Quality and Safety Committee Date Added: 1 April 2020 

Lead Director Executive Chief Nurse/Medical Director Date Reviewed: 4 July 2022 

Lead Manager Deputy Chief Nurse/Deputy Medical 
Director Last discussed: 

Audit and Risk Committee, 
13 July 2022 
Quality and Safety 
Committee, 26 July 2022 

Current Risk Rating Consequence Likelihood Score 
3 3 9 

Controls 
(What are we doing about the 
risk) 

Gaps in Controls 
(Where are we failing to put systems in place) 

Assurances  
(How do we know if it’s working) 

Gaps in assurance 
(What additional assurance do we 
need) 

· Revised and formalised 
complaints process in place 

· Risk assessment in place for 
complaints 

· Patient Advisory and Liaison 
Service (PALS) in place 

· Patient Experience and 
Engagement Strategy 
embedded within the Quality 
and Safety Strategy 

· Part of the West Yorkshire 
pilot developing experience 
and access improvement for 
people with learning 
disabilities 

· Internal peer review 

· Revised complaints and PALS process 
still being embedded 

· Quality team structure requires review 
to support complaints handling in 
divisions 

· Cross organisational learning from 
complaints and PALS not robust 

· Capacity and capability in complaints 
response 

· Learning disability nursing capacity for 
oversight/improvement 

First Line 
· Patient Experience Group in place 
· Friends and Family Test (FFT) 
· Robust data analysis from 

complaints 
· Walk arounds 
· Quality Improvement Circles 

established, focused on key areas 
identified from 
complaints/AEFs/peer review 

Second Line 
· Patient experience and complaints 

information in Integrated Board 
Report (IBR) 

· Annual Complaints report to Quality 
and Safety Committee 

· Patient Experience report to Board 

· Non-Executive Director 
Safer Patient Initiative 
(NED SPI) walk arounds 
compromised by Covid 

· Some local and national 
audits paused due to 
Covid 19 

· Consistent Equality 
Quality Impact 
Assessment (EQIA) 
approach to service 
change 

· Consistent key 
performance indicators 
(KPIs) for ward level 
assurance 



 

 

· Patient representation on 
Patient and Public 
Experience and Engagement 
(PPEE) Group 

· Patient story to Board and 
divisional groups 

· Service level litigation reviews 
for learning 
 
 

· Internal Audit report on complaints 
process 

Third Line 
· National Inpatient Survey and 

patient experience surveys show 
positive results 

· Patient Led Assessment of the 
Care Environment (PLACE)  

· survey undertaken on an annual 
basis 

· Parliamentary and Health Service 
Ombudsman (PHSO) referrals 

· CQC inspection and engagement 
enquiries 

Immediate Actions Timescale Lead 
· Continue to implement 

Complaints Improvement plan 
· Continue to develop patient 

engagement and experience 
approach 

· Develop business case for 
learning disability nurse input 

 

December 2022 
 
March 2022 
 
 
September 2022 
 
  

Medical Director/Executive Chief 
Nurse 
Medical Director/Executive Chief 
Nurse 
 
Medical Director/Executive Chief 
Nurse 

Longer term actions 
· Develop a real time approach to collating and understanding patient experience  
· Appointment of LD Nurse is not anticipated to be approved.   Currently work ongong to strengthen knowledge 

and skills across the nursing/AHP/Therapy workforce and to develop an options appraisal to progress the 
business case to corporate IPR for discussion. 
 

Links to Risk Register: Nurse 
staffing risk relating to skill mix 
and staffing levels  
Service specific risks relating to 
medical staffing risks 

 Residual Risk Rating Consequence Likelihood Score 
3 2 6 



 

 
Strategic Aim: Patient-centred - 
providing personalised, safe, high quality 
care and experience 
 

Assurance Rating: 

Q1 Q2 Q3 Q4 

G    

Risk Description 

Risk that patients may not be able to access 
timely planned care or emergency care due to 
the volume of patients waiting resulting in harm  
 

Risk  
Ref: 03/21  

Committee Lead  Finance, Performance & Digital Committee  Date Added:  23 August 2021 

Lead Director Chief Operating Officer Date Reviewed: 5th May 2022 

Lead Manager Operations Director, Surgery & Diagnostics 
Operations Director Urgent Care Last discussed: 

Audit and Risk 
Committee, 13 July 
2022 
Finance, Performance 
and Digital Committee, 
27 July 2022 

Current Risk Rating Consequence Likelihood Score 
3 4 12 

Controls 
(What are we doing about the risk) 

Gaps in Controls 
(Where are we failing to put systems in place) 

Assurances  
(How do we know if it’s 
working) 

Gaps in assurance 
(What additional 
assurance do we need) 

· Resumption of operating activity at 
Airedale in line with Trust recovery 
process 

· Oversight of waiting list position via 
forums including weekly Access 
meeting and Integrated Performance 
Reviews. 

· Clinical prioritisation process in 
place. –  

· Place-based working to coordinate 
elective recovery including utilisation 
of independent sector. 

· Small number of patients without a clinical 
prioritisation status or overdue their see by 
date 

· Workforce – absence and challenges 
recruiting in a small number of specialities 
has the potential to limit the level of work 
undertaken (e.g. anaesthetics) 

· Lack of appetite amongst the workforce to 
undertake additional capacity outside of core 
job plans. 

First Line  
· Weekly Access meeting 
· Data Quality Group 
· Integrated Performance 

Review – Directorate and 
Divisional (involving 
Executives) 

· Executive assurance 
meetings with Divisional 
leadership 

 
 

 



 

 

 

  

· Additional theatre capacity coming 
on line from January 2022 when new 
theatre block is complete. 

· Trust has met the national 
requirement to have 0 patients 
waiting >104 weeks by end of June 
2022. 

· Internal audit of waiting list 
management completed in Q3 of 
21/22 (Significant assurance given) 

· Significant focus on flow via Matron 
and discharge team. Quality 
Summits  

· Action to address the disposition of 
patients who do not meet the criteria 
to reside 

· Development of primary care stream 

· Further surges in acute demand disrupting 
the ability to continue operating due to need 
to redeploy staff groups. 

· Lack of ability to recruit quickly to episodic 
increases in demand 

· Attendance pattern variation causing surges 
in demand and bottlenecking 

· Impact on ED of limited/ compromised 
access to other services such as Primary 
Care/ Ambulance Services 
 

Second Line 
· Finance Performance and 

Digital Committee via 
Integrated Board Report 

· Board of Directors via 
Committee Chair Report and 
Integrated Board Report 
 

Third Line 
· NHSE/I reporting 
· External benchmarking 
· Quarterly System Review 

Meeting (QRM) 
· CQC system review 
 
 

Immediate Actions Timescale Lead 
· Incentivisation of weekend working  

 
New theatre build is now complete – 
recruitment to vacancies to fully support 
in progress  
· Agreement of significant investment 

in Urgent Care workforce model 

 
Ongoing 
 
Complete – operational from Q1 of 22/23 
Ongoing – recruitment underway 
 
 
Complete 

 
Chief Operating Officer 
 
Chief Operating Officer 
 
 
 
Chief Operating Officer 

Longer term actions 
· None applicable 
Links to Risk Register:  

Residual Risk Rating Consequence Likelihood Score 
3 2 6 



 

Strategic Aim: Supporting our people 
to thrive and flourish in all that we do Assurance Rating: 

Q1 Q2 Q3 Q4 

R    

Risk Description 

Risk of not being able to deliver the 
workforce plan due to the national labour 
market shortages and increased turnover, 
resulting in an inability to delivery safe, 
effective and responsive care for patients. 

Risk  
Ref: 04/21  

Committee Lead People Committee Date Added:  1 April 2020 

Lead Director Director of People and OD Date Reviewed: 4 July16 August 2022 

Lead Manager Deputy Director of People and OD Last discussed: 
Audit and Risk Committee, 13 July 
2022 
People Committee, 26 July 2022 

Current Risk Rating Consequence Likelihood Score 
4 3 12 

Controls 
(What are we doing about the risk) 

Gaps in Controls 
(Where are we failing to put systems in place) 

Assurances  
(How do we know if it’s 
working) 

Gaps in assurance 
(What additional assurance do we need) 

· Ongoing recruitment campaign in 
place including international 
recruitment for nursing and 
medical roles 

· Trust Recruitment branding in 
place 

· Daily and weekly staffing meetings 
with monthly roster sign off 
meetings 

· Agency and bank escalation 
process in place 

· E-rostering system in place for 
nursing teams 

· Weekly divisional premium spend 
meetings in place 

· Consistent onboarding for international 
recruitment in medical roles including 
pastoral support 

· Medical and AHP e-Rostering 
(implementation ongoing) 

· Safe care acuity tool (roll out now 
commenced) 

· Triangulation and alignment of the 
vacancy position across finance and 
HR systems 

· Consistent approach to retention 
across the Trust 

· Recruitment plan for key hard to recruit 
to roles 

First Line 
· Successful recruitment to 

hard to fill posts, 
including medical posts 

· International nurse 
recruitment / retention 

· IPR reporting on 
vacancies 

· People Strategy and 
Strategic Key 
Performance Indicators 
(KPIs) agreed and 
reviewed by the People 
Committee 

 
Second Line 

· Review of retention for 
international recruits and 
across key staff groups 

· Full delivery of the NHS 
England/Improvement levels 
of attainment for eRostering 

· Safe care reporting through 
Board linked to safer staffing 
and birth rate plus 

· Reporting of Rostering Key 
Performance Indicators 
(KPIs) to People Committee 

· Vacancy information as part 
of the IBR reporting 



 
· Vacancy control process using 

digital solution 
· Establishment review process (for 

Nursing) 
· Temporary staffing team provide 

oversight of bookings 
· Theatre  Incentive payment in 

place from June 2022 
· Safe care tool  
· Agreed bank rates for medical 

staff 
· Medical escalation process for 

hard to recruit to posts 
· Nursing and midwifery workforce 

development programme 
· Workforce plan agreed for 

2022/23 
· Workforce 

TransformationAttraction and 
Retention Lead  in place  

· Just R social media campaigns 
· Face to face recruitment events 

planned for theatre roles 

· Clinical Workforce Strategy, focused 
around workforce transformation and 
new roles. 
 

· Safe Staffing report to 
Board meetings 

· IBR  
· Internal Audit gave 

significant assurance on 
recruitment processes in 
December 2020 

· Internal Audit gave 
limited assurance on 
temporary staffing 
January 2022 (-ve) 

· People Strategy 
approved at Board in 
April 2020 

· Nursing and medical 
workforce reports to 
People Committee 
(quarterly) 

· Workforce plan 
monitored by People 
Committee 

· Divisional roster KPIs in 
place 

 
Third Line 

 
· CQC raised must and 

should do actions in 
relation to staffing (-ve) 

· NHS E/I levels of 
attainment annual return 

Immediate Actions Timescale Lead 
· Pilot newEvaluate approach to 

retention Nursing, based around 
People Pulse and individual 
discussions 

· Recruitment trajectory/plan for 
medical roles 

August  October  2022 
 
 
 
August October 2022 
 

Director of People and OD 
 
 
 
Medical Director 
 



 

 

· Establish key workstreams of 
Workforce Transformation 
Programme 

· Develop business case for 
international recruitment and 
onboarding requirement  

· Establish a rolling programme of 
events for volume recruitment e.g. 
HCSW 

· West Yorkshire Integrated Care 
System Workforce Planning 
submission 

July 2022  
 
 
July 2022 
 
 
September 2022 
 
 
October 2022 

 
 
 
 
 
 
Director of People and OD  
 
 
Director of People and OD 
 
 

Longer term actions 
· Roll out of e-rostering to medical and Allied Health Professionals Group – March 2023 – Director of People and 

OD 
· Monitor and evaluate effectiveness of recruitment and retention initiatives – October 2022 – Director of People 

and OD 
· Launch of Clinical Workforce Strategy – September 2022March 2023 – Director of People and OD 
Links to Risk Register:  
MAT09/2019 Midwifery Staffing levels 
(20) 
ND21 – Nursing Skill Mix (12) 
HRKD18 – Workforce Plan, 
recruitment 
HRKD19 – Workforce plan, temporary 
staffing  

Residual Risk Rating Consequence Likelihood Score 
3 3 9 

Commented [JS(NFT1]: Key workstreams now in place.  
Interim arrangements agreed to support until Head of Workforce 
Transformation commences in post. 

Commented [JS(NFT2]: Individual approach on a speciality 
basis.  Therefore no business case required. 

Commented [JS(NFT3]: To be developed once Workforce 
Transformation Lead in post. 



 

Strategic Aim: Supporting our people to 
thrive and flourish in all that we do Assurance Rating: 

Q1 Q2 Q3 Q4 

R    

Risk Description 

Risk of increased sickness absence and loss of 
productivity due to the recovery of services and the 
ongoing impact of the Covid-19 pandemic, vacancy 
levels and increased turnover resulting in an inability 
to deliver a high quality service and maintain people 
experience metrics. 

Risk  
Ref: 05/21  

Committee Lead People Committee Date Added:  1 April 2020 

Lead Director Director of People and OD Date Reviewed: 4 July16 August 2022 

Lead Manager Deputy Director of People and OD Last discussed: 

Audit and Risk 
Committee, 13 July 
2022 
People Committee, 
26 July 2022 

Current Risk Rating Consequence Likelihood Score 
3 4 12 

Controls 
(What are we doing about the risk) 

Gaps in Controls 
(Where are we failing to put systems in place) 

Assurances  
(How do we know if it’s 
working) 

Gaps in assurance 
(What additional assurance 
do we need) 

· Employee Health and Wellbeing 
service in place and promoted 

· Freedom to Speak Up/ Guardian of 
Safe Working in place 

· Staff Psychological support in place 
· Weekly sickness absence reporting 
· Wellbeing at work lead in the 

Employee Health and Wellbeing 
team 

· Wellbeing Guardian NED role  
· Risk assessments in place to 

support individual and department 
need 

· Specialist Occupational Health Nurse vacancies 
in Employee Health and Wellbeing service 

· Approach to temporary workforce risk 
assessments 

· Recruitment to additional Psychology support 
 

First Line 
· Inclusion network 

groups meeting 
· Divisional IPR people 

indicators - monthly 
· Sickness absence data 

(-ve) - weekly 
· Health and wellbeing 

offer 
· Staff Psychological 

support in place 
· Monthly deep dive 

sickness meetings 

· Recruitment of 
additional 
Occupational 
Health Nurses 

· Evaluation of 
Employee 
Assistance 
programme 

· Accessibility of the 
health and 
wellbeing offer 



 
· Covid-19 and flu vaccination 

programme 
· Long Covid programme for staff 

support 
· Wellbeing at Work policy and 

associated toolkits 
· Looking after our People 

workstream as part of Place based 
People Plan. 

· Mental Health awareness training 
launched across Place. 

· Wellbeing conversations launched 
with supporting template documents 

· Health and wellbeing offer, reviewed 
and refreshed 

 
Second Line 

· Freedom to Speak Up 
Guardian and Guardian 
of Safe Working reports 
to People Committee 

· People story at People 
Committee meetings 

· Staff Survey action plan 
report to People 
Committee and Board – 
March 2022 

· Integrated Board Report 
containing people 
indicators - monthly 

· Internal audit on staff 
wellbeing gave 
significant assurance – 
October 2021 

· 12 month review of 
Psychology service – 
April 2021 

Third Line 
· NHS People Pulse 

survey Model Health 
System wellbeing 
dashboard 

Immediate actions: Timescale Lead 
· Option appraisal for the 

identificationExplore collaboration 
with partners for the provision of 
additional resource to support staff 
Psychologist 

· Review of options for Ffurther Board 
Listening engagement events 

· Relaunch of new risk assessment 
template 

August  October  2022 
 
 
 
 
June September 2022 – December 2023 
July 2022 
 
 
 

Director of People and OD 
 
 
 
 
Director of People and OD 
Director of People and OD 
 
 
 

Commented [HJ(NFT4]: Complete  



 

 

· Reporting monthly trend reporting 
including review of short term cases 

· Monitor and evaluate the 
effectiveness of wellbeing offer 
including inclusivity of the offer 

September 2022 
 
October 2022 

Director of People and OD 
 
Director of People and OD 
 

Longer term actions 
· Evaluation of Employee Assistance Programme – September 2022 – Director of People and OD 
· Monitor and evaluate the effectiveness of recruitment and retention initiatives including inclusivity of the offer – October 2022 

– Director of People and OD 
· Create a development pipeline for specialist Occupational Health Nurses to mitigate labour market challenges – September 

2022 – Director of People and OD 
· Undertake tender exercise to assess accessibility and value for money of the Employee Assistance Programme – Director of 

People and OD, February 2023 
· Engagement and design of health and wellbeing offer for 2023, Director of People and OD, December 2022 
Links to Risk Register:  
HRKD2 – Health and wellbeing of our 
people (12) 
HRKD8 – Employee Health and 
Wellbeing service capacity (12) 

Residual Risk Rating Consequence Likelihood Score 
3 3 12-9 



 

Strategic Aim: Supporting 
our people to thrive and 
flourish in all that we do 

Assurance Rating: 

Q1 Q2 Q3 Q4 

R    

Risk Description 

Risk of decisions being made that are not culturally 
sensitive, due to a workforce and leadership 
population that is not representative of the 
communities we serve resulting in a lack of inclusive 
employment practices and care pathways. 

Risk  
Ref: 06/21  

Committee Lead People Committee Date Added:  July 2021 

Lead Director Director of People and OD Date Reviewed: 4 July16 August 2022 

Lead Manager Deputy Director of People and OD Last discussed: 

Audit and Risk Committee, 
13 July 2022 
People Committee, 26 July 
2022 

Current Risk Rating Consequence Likelihood Score 
3 4 12 

Controls 
(What are we doing about 
the risk) 

Gaps in Controls 
(Where are we failing to put systems in place) 

Assurances  
(How do we know if it’s 
working) 

Gaps in assurance 
(What additional assurance do we 
need) 

· Inclusion Staff Networks 
· Inclusion Sub-Group of 

People Committee 
· Black, Asian and Minority 

Ethnic (BAME) focus 
groups (part of Covid 
response) 

· Anti-racism campaign – 
we stand together against 
racism 

· Executive and Non-
Executive participation in 
Inclusion groups 

 
· Leadership profile which does not reflect our 

workforce profile 
· Inclusion Network for Neurodiversity 
· Promotion of colleagues lived experience through 

existing staff network campaigns 
· No dedicated Inclusion role within the Trust 
· Lack of dedicated expert for Inclusion network  
· Board diversity does not reflect our workforce 

profile 
· Shadow Board at Trust level 

 

First Line 
· AEFs linked to Violence 

and Aggression 
monitored monthly 

· Numbers of managers 
who have undertaken 
leadership development 
programme 

· FTSU concerns, 
monitored bi-annually 

· Inclusion staff networks  
Second Line 

· Strategic KPIs for People 
Strategy reporting bi-

· embed first line 
assurance measures 

· Report on leadership and 
workforce profile in 
comparison to local 
community via the 
Inclusion Sub-Group 

· Consistent reporting of 
colleagues lived 
experiences, both 
positive and negative 

Commented [HJ(NFT5]: Part of enable network  



 
· Inclusion golden thread in 

People Strategy 
· Workforce Race Equality 

Scheme action plan 
· Workforce Disability 

Equality Scheme action 
plan 

· Gender Pay Gap action 
plan 

· Zero tolerance approach 
to discrimination and 
toolkit to support 

· Reciprocal mentoring 
programme 

· Reasonable adjustments 
tookit 

·  

annually to People 
Committee 

· Staff Survey action plan 
through People 
Committee in March 2022 

· Serious Incident 
completed in relation to 
failure to make 
reasonable adjustments 
and associated action 
plan 

· Freedom to Speak Up 
Guardian report taken 
through Board 
 

Third Line 
· WRES and WDES 

metrics –ve 
· Gender Pay Gap 

reporting – ve 
· Staff Survey metrics -ve 

Immediate Actions Timescale Lead 
· Launch of new recruiting 

manager training as part 
of ICS pilot around 
recruitment practices 

· Consideration of 
Associate NED role to 
support diversity 

· Launch of newly agreed 
EDI Charter 

· Promote the importance 
of inclusion networks to 
line managers and 
colleagues to support 
attendance 

August September 2022 
 
 
 
September 2022 
 
 
October 2022 
 
September 2022 
 

Director of People and OD 
 
 
 
Director of People and OD 
 
 
Director of People and OD 
 
Director of People and OD 
 
 

Longer term actions 
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· Exploration of Associate NED role to support diversity – August 2022 – Director of People and OD/Director of 
Corporate Affairs 

· Establish a network for Neurodiversity – September 2022 – Director of People and OD 
· Schwartz Round dedicated to Inclusion – October December 2022 – Director of People and OD 
· Embed allyship and intersectionality approach across the Trust to support inclusion networks – February 2023 – 

Director of People and OD 
· Evaluate pilot of People Experience Champions – December 2022 – Director of People and OD 
Links to Risk Register:  
HRKD7 – Inclusion (12) 

Residual Risk Rating Consequence Likelihood Score 
3 2 6 



 

Strategic Aim: Services that are 
progressive through continuous 
improvement, innovation and 
development 

Assurance Rating: 

Q1 Q2 Q3 Q4 

R    

Risk Description 
Risk that we do not achieve our digital ambition 
due to a lack of a comprehensive programme of 
technology enabled transformation, adequate 
funding and available capacity and expertise. 

Risk  
Ref: 07/21  

Committee Lead Finance, Performance and Digital Committee Date Added:  1 April 2020 

Lead Director Chief Digital and Information Officer Date Reviewed: 17 May 2022 

Lead Manager Deputy Chief Digital and Information Officer Last discussed: 

Audit and Risk Committee, 
13 July 2022 
Finance, Performance and 
Digital Committee, 27 July 
2022 

Current Risk Rating Consequence Likelihood Score 
4 4 16 

Controls 
(What are we doing about the 
risk) 

Gaps in Controls 
(Where are we failing to put systems in place) 

Assurances  
(How do we know if it’s 
working) 

Gaps in assurance 
(What additional assurance do we 
need) 

· Digital Strategy refresh agreed 
and programmes in place 

· IPR business cases being 
developed for additional staff 

· Funding secured to support a 
full business case for an 
enterprise EPR including 
associated resource plan 

· More integrated and aligned 
resource management with 
BTHFT 

· Recruitment of a Deputy 
· NHS X business case 

submission 
 

· Unclear process from the Centre in relation to 
capital funding at current point. 

· Funding for future years not clearly defined 
· Small team based on individual expertise 
· Clear focused leadership required with 

expertise in IT/digital 
· Current Trust waste reduction programme 

targets could affect current workforce 

First Line 
 Ability to roll-out IT/digital 

processes at short notice 
Second Line 
· Reports to Finance, 

Performance and Digital 
Committee and Board 

· Digital Strategy 
discussed and agreed at 
Board 

· Establishment of the 
Digital and Data 
Transformation 
Committee 

 

· Short term recruitment 
pressures into key roles 

· CQC report noted a 
number of record gaps and 
controls that would be 
supported by Digital 

· Future reporting on CQC 
digital maturity 

· Ability to recruit appropriate 
resources to the 
forthcoming EPR 
programme 



 

 

 

  

 
Third Line 
· Digital Maturity 

Assessment (-ve) 
Immediate Actions Timescale Lead 
· Revised FBC for  EPR 

Programme submission 
December 2022 
 

Chief Digital and Information 
Officer 
 

Longer term actions 
· Fully integrated digital and data service between Airedale and BTHFT (April 2023) 
· Fully funded digital strategy at ICP (April 2023) 
Links to Risk Register:   
EPMA Risk 
Infrastructure risk 
 

Residual Risk Rating Consequence Likelihood Score 
4 3 12 



 

Strategic Aim: Services that are 
progressive through continuous 
improvement, innovation and development 

Assurance Rating: 

Q1 Q2 Q3 Q4 

R    

Risk Description 
Risk that current IT processes and systems 
are not fit for purpose and/or vulnerable to 
cyber security breaches. 

Risk  
Ref: 08/21  

Committee Lead Finance, Performance and Digital 
Committee Date Added:  1 April 2020 

Lead Director Chief Digital and Information Officer Date Reviewed: May 2022 

Lead Manager Deputy Chief Digital and Information 
Officer Last discussed: 

Audit and Risk 
Committee, 13 July 2022 
Finance, Performance 
and Digital Committee, 
27 July 2022 

Current Risk Rating Consequence Likelihood Score 
4 4 16 

Controls 
(What are we doing about the risk) 

Gaps in Controls 
(Where are we failing to put systems in place) 

Assurances  
(How do we know if it’s working) 

Gaps in assurance 
(What additional assurance 
do we need) 

· Team structure that works closely with 
other partners 

· Regular security meetings within Place 
· Cyber Risk Assessment showed strong 

processes in place 
· Board undertaken Cyber training 
· Strong controls on access 
· Actively engaged with NHS X and NHS 

D cyber expertise 
· Governance for IT decisions/issues 

resolution clarified 
· Staff awareness campaigns 
· Comprehensive infrastructure 

assessment being undertaken with 
external 3rd party 

 

· Absence of a comprehensive and up to 
date baseline position re digital 
infrastructure 

· Lack of capital plan to support IT 
infrastructure investment above 
maintain and repair 

· Cyber security not fully understood, 
and responsibilities embedded across 
the Trust although improving 

· No dedicated Cyber resource 
 

First Line 
· Digital Governance Group 

monitors performance 
· Shared team across trusts 

implemented 
Second Line 
· Significant assurance provided 

by Internal Audits regarding IT 
processes 

Third Line 
· Data Security and Protection 

Toolkit (DSPT) assessment 
showed good compliance 

· Cyber risk assessment 
 
 

· Little resilience in a 
small team  

· Recent serious 
incident reported 
regarding IT outage 
 



 

 

  

 
Immediate Actions Timescale Lead 
· Exploring the possibility of shared 

resource with colleagues at Place 
 

 Chief Digital and Information 
Officer 

Longer term actions 
· Fully integrated digital and data service between Airedale and BTHFT (April 2023) 
 
Links to Risk Register:   
IT-2020-03 – Increased risk of cyber attack  
(15) 

Residual Risk Rating Consequence Likelihood Score 
5 2 10 



 

Strategic Aim: Services that are 
progressive through continuous 
improvement, innovation and 
development 

Assurance Rating: 

Q1 Q2 Q3 Q4 

R    

Risk Description 

Risk that the Trust will not deliver the 
longer-term financial plan due to 
reduced income, inability to deliver the 
waste reduction plan and additional 
pressures; resulting in regulatory 
intervention. 

Risk  
Ref: 9/21  

Committee Lead Finance, Performance and Digital 
Committee Date Added:  1 April 2020 

Lead Director Director of Finance Date Reviewed: 30 June 2022 

Lead Manager Deputy Director of Finance Last discussed: 

Audit and Risk Committee, 13 July 
2022 
Finance, Performance and Digital 
Committee, 27 July 2022 

Current Risk Rating Consequence Likelihood Score 
5 3 15 

Controls 
(What are we doing about the 
risk) 

Gaps in Controls 
(Where are we failing to put systems in place) 

Assurances  
(How do we know if it’s 
working) 

Gaps in assurance 
(What additional assurance do we need) 

· Developing longer term 
transformation approach to 
waste reduction 

· Budgetary control processes 
· Detailed income and activity 

monitoring, with enhanced 
alignment to new Elective 
Recovery processes 

· Aligned incentive contract to 
protect base budget, with 
incentive scheme aligned to 
activity above/below 2019/20 
levels 

· Lack of clarity on funding position 
beyond 2022/23 

· Clear understanding of national 
cleaning standards and increased 
costs. 

· Recruitment gaps requiring 
premium pay spend to cover 

· Current financial regime requires 
delivery across the whole West 
Yorkshire Integrated Care System 

· The need to invest in Digital 
infrastructure 

First Line 
· Integrated Board Reports  

into Integrated Performance 
Reviews (monthly) 

· Cash Committee (monthly) 
·  Second Line 
· Finance reports to the 

Finance, Performance and 
Digital Committee and 
Board (every meeting) 

· Quarterly deep dive into 
waste reduction at Finance, 
Performance and Digital 
Committee 

· Lack of clarity regarding future 
years funding and, therefore, 
expected waste reduction levels 
beyond 2022/23. 

· Awaiting final elective recovery 
calculations and clarity on 
organisational impact. 

· Unclear on whether the increased 
demand for non-elective work and 
future levels of Covid cases will 
remain at current higher levels, 
despite reductions in Covid 
income. 



 
· Authorisation processes for 

recruitment and agency spend 
· Reporting of each division 

through IPRs 
· Transformation and Executive 

led group to support the delivery 
of waste reduction targets. 

· Grip and Control action planning 
· Increased and enhanced 

communication 
· Cash Committee back to 

monthly from quarterly 
· Planning beyond a one year 

timeline 

· CNST premium increases and 
ability to effectively forecast future 
impact 

· RAAC response where there is a 
revenue impact 

Third Line 
· Discussions with External 

Auditor on position and 
actions (at each review 
meeting) 

· System reporting and 
planning process in place 
(BD&C System Finance & 
Performance Committee 
(monthly); ICB Finance 
Forum (monthly). 

· `Use of Resources’ 
assessed as Good by the 
CQC (report published 14 
March 2019) 

· Further work required with Place 
and ICS on potential short-term 
deficits aligned to Digital 
investment. 

· High risk that we will not be able to 
deliver within the financial envelope 
in future years, and the need to 
understand how this will be 
managed within the new Integrated 
Care System framework. 

Immediate Actions Timescale Lead 
 

· Stronger messaging on the 
financial position. 

· Review of high spending areas 
and benchmarking. 

· Rapid review of Grip and 
Control checklist 

· Cash Committee returned to 
monthly 

· Self-assessment on financial 
control through Audit Committee 

· Tighter links to waste reduction 
through vacancy control panel 

· Premium Pay weekly divisional 
action groups 

· No new non-clinical agency 
premium and review of existing 

· Review of all investments made 
during Covid 

· All clinical Divisions into Waste 
Reduction & Transformation 

 
June 2022 
 
August 2022 
 
July 2022 
 
June 2022 
 
July 2022 
 
July 2022 
 
July 2022 
 
July 2022 
 
 
July 2022 
 
July 2022 
 
 

Director of Finance 



 

 

  

group for additional scrutiny and 
support 

· Work with the Place, ICS and 
NHSI/E to understand how 
short-term revenue support for 
capital schemes might support 
the costs aligned to Digital 
Investment 

 
October 2022 
 
 
 
 

Longer term actions 
·  Review of 3-year plan against 

national planning guidance 
when becomes available 

·   Development of 3-year waste 
reduction plan to support longer 
term sustainability 

· Continue close working within 
wider Place and ICS for any 
required short term financial 
support 

 

October 2022 
 
 
 
Q3 2022 
 
Q3 2022 

Director of Finance 
 
 
Director of Finance 
 
 
Director of Finance 

Links to Risk Register:   
Fin-2017-13 – CCG income at risk – 
6 
Fin 2017-16 – Controlling costs – 6 
2019-02 – Financial obligations - 6 
 

Residual Risk Rating Consequence Likelihood Score 
4 3 12 



 

Strategic Aim: Working in 
partnership with others, 
delivering transformation and 
future sustainability 

Assurance Rating: 

Q1 Q2 Q3 Q4 

R    

Risk Description 

Risk that the Trust will not secure sufficient 
capital funding to mitigate the risk aligned to 
the Reinforced Autoclave Aerated Concrete 
(RAAC) and therefore an inability to maintain 
facilities over the longer term to meet safety 
and regulatory standards. 

Risk  
Ref: 10/21  

Committee Lead Trust Board Date Added:  1 April 2020 

Lead Director Director of Finance Date Reviewed: 10 August 2022 

Lead Manager Managing Director, AGH Solutions Ltd Last discussed: Board of Directors, 26 May 2022 

Current Risk Rating Consequence Likelihood Score 
5 5 25 

Controls 
(What are we doing about 
the risk) 

Gaps in Controls 
(Where are we failing to put systems in place) 

Assurances  
(How do we know if it’s 
working) 

Gaps in assurance 
(What additional assurance do we need) 

· Ongoing engagement of 
NHS E to ensure Airedale 
issues remain a priority 

· Undertaken ALARP 
assessment on current 
building 

· Capital asks identified 
through business 
planning process and 
prioritised based on 
current information 

· Capital and Investment 
Group meetings to 
discuss capital priorities 

· Flexibilities for capital as a foundation 
trust no longer available 

· Long term (beyond three year `fail-safe’) 
capital processes remain unclear 

· No nationally identified funding for rebuild/ 
regeneration 

· Lack of clarity on ability to access 
emergency funding if value exceeds the 
ability for the ICS to support 

· Funding all capital and revenue 
consequences unfunded 
 

First Line 
· Finance reports to 

Capital and 
Investment Group 
regarding 
prioritisation 

· Emergency planning 
exercise on RAAC 
held with system 
partners 

· Reports to Executive 
RAAC Assurance 
Group 

Second Line 
· Reports to Trust 

Board 

· The Trust is not currently part of HIP 
planning position, despite the RAAC 
position and is awaiting confirmation of 
success in NHP bid 

· Structural engineering report has shown 
the building requires replacement earlier 
than originally thought.  However, it is 
unclear what the next stages are to 
progress the business case and there is 
no clear process for securing capital 
funding for new build 

· Research on managing RAAC panels is 
limited which leaves the future position 
unclear 



 
· Approval of next three 

years funding: £20m, 
£15m, £15m 

· Expression of interest 
submitted for a new 
hospital - £680 million 

· Submission of four year 
`failsafe’ plan 

· Submission of plan or 
regeneration of site, 
eradicating 85% of RAAC 
(outside of new hospital 
programme) 

· Executive Response 
Group meeting weekly 

· Working group with 
further five trusts with 
RAAC related issues and 
no HIPP support 

· Approval from NHSE to 
progress capital ‘failsafe’ 
spend for 2022/23 of 
£20m. 

· Clear stakeholder 
plan of engagement 
around the risks and 
need for funding 

Third Line 
· System planning 

arrangements 
regarding capital 

· ALARP report 
showed manageable 
risks 

· North of England and 
ad hoc meetings with 
NHSE/I colleagues 

· Internal Audit review 
of governance 

· New defects and updated guidance 
continue to arise, requiring a different 
response. 

 Immediate actions: Timescale Lead 
· Continue stakeholder 

engagement 
· Continue to submit bids 

for funding 
· Continue to review expert 

advice as learning 
progresses 

· Seek support for revenue 
implications 

Ongoing 
 
Ongoing 
 
Ongoing 
 
 
Ongoing 

Deputy Chief Executive 
 
Director of Finance 
 
MD, AGH Solutions Ltd 
 
 
Director of Finance 

Longer term actions 
· Progress Strategic 

Outline Case/Outline 
Business Case/FBC or 
alternative regeneration of 

To be confirmed nationally MD, AGH Solutions Ltd 



 

 

  

site through alternative 
funding 

Links to Risk Register:   
RAAC1 – Aerated concrete – 
25 
RAAC1a – Deflection in 
RAAC roof panels in 
Education Centre and 
Finance – 15 
RAAC1b – Deflection of 
RAAC roof panels in Ward 9 – 
15 
RAAC1c – Deflection of 
RAAC roof panels in Ward 15 
AGHS E004 – Aging Estate - 
12  
 

Residual Risk Rating Consequence Likelihood Score 
5 3 15 



 

Strategic Aim: Working in 
partnership with others, delivering 
transformation and future 
sustainability 

Assurance Rating: 

Q1 Q2 Q3 Q4 

G    

Risk Description 

Risk that governance arrangements at an 
ICS and Place level will reduce the 
Trust’s decision making powers impacting 
on the provision of services for our local 
community 

Risk  
Ref: 11/21  

Committee Lead Trust Board Date Added:  20 September 2021 

Lead Director Chief Executive Date Reviewed: 18 August 2022 

Lead Manager COO & Deputy Chief Executive Officer Last discussed: Board of Directors, 26 May 2022 

Current Risk Rating Consequence Likelihood Score 
4 2 8 

Controls 
(What are we doing about the risk) 

Gaps in Controls 
(Where are we failing to put systems in place) 

Assurances  
(How do we know if it’s 
working) 

Gaps in assurance 
(What additional assurance do we need) 

· Ensuring we have a voice and 
influence over the design of new 
governance arrangements 
through: 
o Trust Chair acted as Chair for 

shadow Partnership Board 
o Trust Chair attends fortnightly 

development meeting 
o Director of Corporate Affairs 

was part of the ICP 
Governance Development 
Group 

o Senior leadership part of 
variety of workstreams 
across West Yorkshire and 
Place 

o Full participation from 
Airedale Non-Executive 

· Detail of delegations of authority and 
assurances mechanisms not yet clear 

· New governance arrangements to be 
tested 

· Guidance not yet issued on all 
aspects of the new arrangements 

First Line 
· Chief Executive and 

Chair reports to Board 
Second Line 
· Strategic Partnering 

Agreement 
· Trust members of PLE 

and Shadow Place 
Partnership 

· NED leads of system 
committees 

Third Line 
· Place review 

· Majority of governance 
arrangements at West Yorkshire 
/Place level now in place.  A number 
of these are now meeting for the first 
time during the next few months. 



 

 

  

Directors at Place 
Committees 

· No delegation of decisions 
· Full partner in the Strategic 

Partnering Agreement 
· Board discussions on system 

governance arrangements and 
direction of travel 

 Immediate actions: Timescale Lead 
· Review revised SPA and terms of 

reference  
· Receive paper on alignment of 

West Yorkshire and Place 
governance arrangements with 
Trust decision making processes 

June 2022 - Complete 
 
 
June 2022 - Complete 

Deputy Chief 
Executive/Director of 
Strategy, Planning and 
Partnerships 

Longer term actions 
    
Links to Risk Register:   
 N/A 

Residual Risk Rating Consequence Likelihood Score 
2 2 4 



 

Strategic Aim: Working in partnership with 
others, delivering transformation and future 
sustainability 

Assurance Rating: 

Q1 Q2 Q3 Q4 

R    

Risk Description 

There is a risk that the rate of deterioration of 
the RAAC and/or structural framework of the 
building could lead to the rapid decline of the 
building, despite remedial structural solutions 
being put in place. 

Risk  
Ref: 12/21  

Committee Lead Trust Board Date Added:  10 October 2021 

Lead Director Chief Executive Date Reviewed: 26 May 2022 

Lead Manager Director of Strategy, Planning & Partnerships Last discussed: 
Board of Directors 26/05/22 
Executive RAAC Assurance 
10/08/22 

Current Risk Rating Consequence Likelihood Score 
5 4 20 

Controls 
(What are we doing about the risk) 

Gaps in Controls 
(Where are we failing to put systems in place) 

Assurances  
(How do we know if it’s 
working) 

Gaps in assurance 
(What additional assurance do we 
need) 

· Process in place for monitoring the 
prevalence of deterioration over time 
and reporting to NHSE/I.  

· Process in place for escalating new 
risks relating to deterioration and call-
off contract with structural engineers to 
seek advice on most appropriate 
structural solutions.  

· Active participation in the regional 
RAAC Quality and Risk Summits to 
identify themes and trends over time.  

· Lack of clarity over behaviour of panels  
· Research unlikely to cover floor panels 
· Research on impact of fire awaited 
· Unable to ferro scan all of the building 
· Decant programme proving challenging due 

to noise levels for remedial works and 
uncertainty of behaviour of panels being 
worked on 

· Initial feedback on RAAC behaviour in a fire 
demonstrates concerns with wet panels 
which may also impact on fire management 

· Insufficient funding to address the defective 
panels identified in reports and by the 
surveying team 

· Incident involving structural concrete being 
investigated 

First Line 
· Reports to Executive 

RAAC assurance 
group 

 
Second Line 
· Risk summit 

discussions 
· Meeting with NHS 

England national 
RAAC team  

· Securing the Future 
report to each Board 
 

Third Line 

· Awaiting final structural 
engineering report 

· Damaged panels showing 
further deterioration 

· Research not yet finalised 
· Not yet on the New 

Hospital Programme so no 
clear indication of when 
the risk will be eliminated 



 
 · External engineering 

reports providing 
advice to the 
organisation 

 Immediate actions: Timescale Lead 
· Development of work programme to 

address identified risks in a phased 
manner 
 

September 
 
 

MD AGHS 
 
 

Longer term actions 
· Ongoing stakeholder engagement to 

provide updated position and request 
clarity on new build programme 

· Continued development of future years 
works required alongside development 
of interim modular capacity 

 Ongoing   
 
 
 
 
July 2022 

RAAC Programme 
Manager 
 
 
 
Chief Executive 

Links to Risk Register:   
  

Residual Risk Rating Consequence Likelihood Score 
5 3 15 
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